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This research project aimed to further knowledge regarding the relationship between 
community capacity building (CCB), community development and health within the 
context of the Health Issues in the Community (HIIC) programme.  CCB refers to the 
development of capabilities to identify and address community issues and was 
conceptualised using four dimensions: participation, resource mobilisation, links 
with others and role of outside agents.  HIIC is a learning resource supported by 
NHS Health Scotland, the national health promotion agency.  The main objective of 
HIIC is to help students explore the processes involved in tackling health-related 
concerns in the community.   
 
Research questions 
The main concepts in this study were explored by referring to a range of academic 
literatures and five research questions were formulated.  ‘How did HIIC tutors and 
students understand the concept of community and was this understanding influenced 
by completing HIIC?’, ‘How did stakeholders and tutors understand the notion of 
CCB?’, ‘Was CCB evident in the experiences of the students after their involvement 
with the course?’, ‘Did participating in the HIIC course contribute towards furthering 
students’ understanding about health?’ and ‘Did participating in HIIC have any other 
impact on participants?’   
 
Methods and results 
Face-to-face, semi-structured interviews were conducted across Scotland with three 
participant groups: stakeholders, tutors and students.  This involved a total of thirty-
five interviews with students and tutors from eleven different courses.  Interviews 
were transcribed and analysed using thematic analysis.  Four key themes emerged: 
community, CCB, health, and impact of learning.  Tutors and students suggested that 
people could be members of multiple communities.  Community was understood as a 
geographical location, a common interest and as a sense of belonging.  Tutors also 
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considered the community as a site of professional practice.  Some participants had 
an expectation that community members should act collectively to help one another.  
Completing HIIC appeared to influence students’ understanding about their own 
circumstances, issues within their community and how it functions, rather than 
informing how they defined the concept of community.   
 
CCB was seen by tutors as a process that develops competencies to address 
community issues. Stakeholders and tutors differed in their views about whether 
CCB was an individual level or a collective process.  Participants likened CCB to 
community development, but stakeholders questioned if it shared the same value 
base or if it was an outcome of community development.  Tutors expressed a range 
of opinions about their understanding of CCB.  It was viewed as a potentially helpful 
idea in terms of understanding the work of community / health-based practitioners. 
However, others were unable to give a definition of CCB and some tutors considered 
CCB a concept with little meaning or an indicator to fulfil in the context of a funding 
application.    
 
The manifestation of individual aspects of CCB were identified in the accounts of 
some participants, but the data did not support the contention that HIIC promoted 
CCB, within the timescale of this study, although, it could be argued that latent CCB 
was developed.  The data did indicate that participants’ understanding about the 
concept of health was reaffirmed, broadened or changed and that participating in 
HIIC could increase an individual’s awareness of social and health issues, develop 
interpersonal skills and widen social networks.   
 
Conclusion 
This study indicated that by exploring the concepts of CCB, community and health, a 
contribution was made towards understanding the processes by which participating 





 Our approach will build on work already initiated that: 
 seeks to encourage, support and enable individuals and communities 
 to take shared responsibility for their own health and to work together 
 to bring about improvements.  Programmes such as Health Issues in 
 the Community are key to empowering the public and enabling people 
 to become more involved in community issues. 
 
Improving health in Scotland- the challenge  
(Scottish Executive 2003: 25) 
 
Inequalities in health are recognised as a major issue and statistics suggest that 
Scotland has a significant burden of ill health in relation to other areas of the UK 
(Blamey et al. 2002: 6).  Various theoretical perspectives offer not only explanations 
about how and why health inequalities arise and persist, but also present strategies to 
address them.  One such perspective is health promotion which has been defined as 
‘the process of enabling people to increase control over, and to improve, their health’ 
(WHO 1986).  As theories of health promotion developed, community-based 
approaches have increasingly become accepted as one way to address health 
inequalities.  NHS Health Scotland, the national health promotion agency, supported 
the development of Health Issues in the Community (HIIC), a community-based 
learning resource that explores the processes involved in addressing health issues at a 
community level.  HIIC is a Scotland-wide programme facilitated by tutors aimed at 
people or groups who have an interest in or are involved with community health 
initiatives.  In addition, HIIC is informed by a community development approach, 
which emphasises the role of local people in identifying both the health-related 
concerns relevant to their community and potential solutions to tackle them. 
 
Community capacity building (CCB) is a concept closely related to community 
development and recently linked to health promotion.  However, little research has 
been conducted concerning CCB and health in the UK.  Therefore, the HIIC course 
represents a research context in which to consider the concept of CCB in order to 
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explore how individuals and communities might begin to address health-related 
concerns.  More specifically, the overall aim of this study is to further knowledge 
regarding the relationship between CCB, community development and health.    
 
Some features of this PhD are worth noting at this point.  Firstly, the main concepts 
featured are complex, interrelated and span three distinct bodies of literature: 
community development, health promotion, and social policy and political science.  
Secondly, this study is not a piece of health promotion research in terms of applying 
health promotion models to the data; instead, the focus is on exploring how 
participants’ understandings of health are influenced through participating in HIIC.  
Thirdly, this study does not attempt to evaluate HIIC or community capacity building 
by measuring outcomes or processes; rather it is an exploration of how concepts are 
negotiated, reconfigured and applied.  Finally, this research is funded through an 
Economic and Social Research Council CASE studentship, a scheme that specifically 
encourages collaborative research with public sector agencies.  In this case the 
collaborative agency is the Health Education Board for Scotland (subsequently NHS 
Health Scotland).   
In Chapter 1 the HIIC course, including the format, content and underlying approach 
informing the programme, is described.  This chapter also presents justification for 
the literature sources used to explore the main concepts in this research study.  These 
concepts are then considered in more detail in the following three chapters. 
 
Chapter 2 deals with some of the key themes, developments and policies in health.  
In particular, definitions of the concept of health are considered as well as theoretical 
models and lay understandings of health.  This chapter examines some of the 
important health-related policy developments in the UK, including the establishment 
of the National Health Service, reports on health inequalities and policy changes in 
Scotland post-devolution.  The influence of the public health and health education 
movements on the development of contemporary health promotion is considered.  In 
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addition, it is shown how the concepts of community and community development 
have become important features of health promotion theory and practice. 
Chapter 3 looks at social capital by discussing the work of theorists Coleman, 
Bourdieu and Putnam whose work has popularised the concept.  The debate 
concerning social capital and health is discussed and it is shown that aspects of social 
capital are useful in exploring how individuals engage collectively to address health 
issues in their community.   
 
Chapter 4 examines community capacity building beginning with the concept of 
community and its emphasis in policies and political discourse.  This chapter 
suggests that the origins of CCB can be traced back to the idea of community 
competence and describes definitions and conceptualisations of CCB and its 
measurement.  Having reviewed and discussed the main concepts in Chapters 2, 3 
and 4, the following two chapters are concerned with the research process.   
 
Chapter 5 moves on to discuss the philosophical underpinnings of this research 
project and details the research questions addressed.  This chapter explains why 
semi-structured, face-to-face qualitative interviews and a criterion sampling 
technique were the methods of choice.  In addition, the ethical considerations that 
developed during this thesis are presented, alongside how they were addressed. 
 
Chapter 6 focuses on the data construction and analysis processes.  This chapter 
details how participants were recruited from the following groups: HIIC 
stakeholders, tutors and students.  In addition, the chapter describes development of 
interview guides and materials and the interview procedure.  The process of data 
analysis is outlined and it is shown how thematic analysis was used to interpret and 




In Chapter 7 the findings relating to the concept of community are presented.  It is 
shown that community was conceptualised in different ways, including as a 
geographical location or as a sense of belonging.  The nature of the relationships 
within a community is an important feature noted in the participants’ accounts, along 
with an expectation that community members should help each other. 
 
Chapter 8 details the data analysis regarding CCB and related concepts.  It suggests 
that CCB and community development are broadly similar, but that CCB may lack a 
system of values that are perceived to inform community development.  For some 
participants, CCB was a problematic concept, one with little meaning.  However, 
others suggested that it might be a helpful way to explain the professional practice of 
community development / health promotion workers.  This chapter also shows how 
participants engaged with the CCB research model developed for the purposes of the 
interview. 
 
Chapter 9 shifts the emphasis to the findings relating to the concept of health and 
shows that a range of influences, such as an ability to function, gender roles and 
previous professional experience informed participants’ understandings of health.   
This chapter also shows how some participants presented an account of how they 
resisted medical opinion.  The determinants of health are considered under the 
following headings: social, physical and psychological.  It is demonstrated that these 
categories were inadequate to encapsulate wider and complex influences on health 
such as poverty, access to healthy food and an area’s reputation.  Finally, it is 
demonstrated how participants identified unhealthy groups in their community.     
 
Chapter 10 focuses on the way in which participating in HIIC influenced 
participants’ learning and affected other aspects of their lives.  This chapter draws 
from adult learning research and considers four areas of impact: personal change, 
self-maintenance, social fabric and community activism.  Notably it is shown that 
participants’ understandings about the concept of health were reaffirmed, broadened 
 
 17 
or had changed significantly as a consequence of attending the course.  This chapter 
demonstrates that participating in a HIIC course was an influential event for many, 
with both negative and positive consequences.  It is indicated that within the time 
scale of this project, participating in HIIC did not stimulate community capacity 
building.  However, some accounts suggested that latent community capacity 
building may have been developed along with individual aspects of community 
capacity building.  
 
In Chapter 11 the overall findings are discussed in relation to the literature and 
broader reflections on the research process are presented.  This chapter suggests that 
exploring the concepts of community capacity building, community development 
and health in relation to the HIIC programme contributed towards furthering 
knowledge about the ways in which individuals were influenced to address health 
















1. Health Issues in the Community course 
The Health Issues in the Community (HIIC) course is a Scottish-wide learning 
resource funded by NHS Health Scotland, managed by Community Health Exchange 
(CHEX), a partner organisation.  HIIC is targeted towards people who are involved 
with or have an interest in community health initiatives, for example, members of 
self-help groups or community organisations, and community health workers.  
According to the tutor guidelines the main aim of a HIIC course is to ‘enable 
participants to explore and understand the educational, social, political and 
community development processes that are involved in addressing health issues in 
the community’ (Health Education Board for Scotland 2002b: 1)     
 
The HIIC course is informed by a community development approach to health and 
the main characteristics of this perspective have been identified as the following: 
 
1. A holistic approach, the whole person rather than depersonalised 
issues, diseases or parts of the body. 
2. It is done with people, not to them.  Community participation at 
all stages of the process. 
3. Community members identify their own needs.  Issues are seen to 
be interrelated and not separated into ‘health’ or ‘housing’. 
4. Results are often unpredictable.  
5. Lay understanding is prioritised over professional mystification. 
6. Emphasis is placed on common concerns as opposed to isolated 
individuals’ problems. 
7. It aims to promote wider participation by communities in their 
own health and health care delivery. 
(Adams, L cited by Cox & Findlay 1990: 6) 
 
HIIC is based on a collection of materials contained in a learning pack, developed 
between 1994-96 and was officially launched in June 1997.  A second edition of the 
learning pack was produced in May 2002 in conjunction with a review group.  The 
course materials are divided into two main parts, each consisting of eight units.  Part 
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one examines key ideas such as ‘health’, ‘poverty’, ‘inequality’, ‘power’ and 
‘participation’.  In part one, course students prepare and give a presentation to an 
invited audience about a specific health-related issue that concerns them.  The second 
half of the course includes units on ‘working together’ and ‘how to take action 
around a health issue’.  For the final assignment, students write an essay in which 
they identify a health issue that is relevant to their community; explain why this issue 
affects people’s health; and explore how the principles of community development 
can be applied to address this issue. 
 
A social model of health informs the concept of health outlined in HIIC.  This 
particular approach to understanding health-related issues assumes that economic and 
social conditions as well as behavioural factors influence health (Health Education 
Board for Scotland 2002b).  In the first part of HIIC students discuss what affects 
their health and the health of their community.  In the second unit students examine 
cultural and historical beliefs about health, for example, harmony and balance, germ 
theory and the biomedical model of health; and consider lay and professional beliefs 
about health.  In unit three, students discuss health inequalities and refer to theories 
such as the inverse care law which states that ‘[t]he availability of good medical care 
tends to vary inversely with the need for the population served’ (Tudor Hart 1971: 
405),  and reports, such as, the Independent Inquiry into Inequalities in Health 
(Acheson 1998).  Students are also encouraged to examine definitions of poverty and 
consider how deprivation relates to ill health. 
 
The University of Edinburgh accredits HIIC and students have the opportunity to 
gain ten SCOTCAT (Scottish Credit Accumulation and Transfer) points
1
, when they 
complete a full HIIC course, which involves attending parts one and two and 
successfully completing both assignments.  Between April 1997 and November 2003 
                                                 
1
 Referred to now as Scottish Credit and  Qualification Framework credits.  SCQF credits provide a 
standardised indication of how much learning is required to achieve a particular qualification.     
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thirty-six full courses had been facilitated, with 270 students completing the course 
of which 147 gained accreditation (Allan 2004a).  
 
1.1. Introduction to the bodies of knowledge consulted 
The purpose of this chapter is to introduce the areas of literature that were considered 
relevant to this thesis.  This study focused on the concept of community capacity 
building and the Scottish-wide health-related training programme, Health Issues in 
the Community (HIIC), which adopts a community development approach.  HIIC 
students and tutors explore complex, interrelated ideas and issues, such as health and 
health inequalities, community identity and community development.  The literatures 
I drew on reflected both the content of the HIIC course, and the social and political 
context in which the course is situated.  The three main bodies of knowledge are 
those of health promotion, community development, and social policy and political 
science and their relevance is outlined below.            
 
1.1.1. Health promotion literature 
Health promotion is a fundamental component of this thesis for four main reasons.  
First, HIIC was supported by the then Health Education Board for Scotland (HEBS), 
and almost £250,000 had been allocated for the HIIC programme between 2001 and 
2005 (personal communication Witney 07/05/2005).  Established in 1991, HEBS 
was the primary organisation for health promotion in Scotland and its operational 
ethos, according Taylor (2002:109 - 10), was informed by the World Health 
Organisation’s (WHO) definition of health promotion- health promotion seeks to 
empower people to have both control over their health and the means to improve 
their health.  
  
Second, definitions of health promotion and its development share a similar ethos to 
the HIIC course.  According to Naidoo & Wills (2000) WHO has shifted the 
definition of health promotion to one with an emphasis on the health and well-being 
of entire populations.  In this context, it is ‘lay’ people, rather than medical 
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professionals, who identify and express health issues that concern them.  In addition, 
the responsibility for health lies not exclusively within the individual’s control, 
instead broader social factors that affect health are also considered.  Thus, health 
promotion has become a broad concept that, as Tones (1990) argues, ‘incorporates 
all measures deliberately designed to promote health and handle disease’ (as cited by 
Naidoo & Wills 2000: 83).  According to Whitehead (2004: 314), the health 
promotion literature in the last ten years has shown an increasing tendency towards 
‘policy-driven initiatives that work through social examination and modification, 
particularly at the level of collective action’, with an emphasis on the ‘social 
action[s] that promote and lead to community empowerment’. 
 
Third, drawing from health promotion sources is relevant because the concept of 
health is central to the HIIC course.  Students and tutors explore social and medical 
models of health.  In addition, the course cites some important health promotion 
policy documents, for example, the Alma-Alta Declaration (WHO 1978) and Health 
21, (WHO 1998), as well as reproducing articles such as ‘Medicine as an instrument 
of social control’  (Zola 1972), that reflect a particular stance about health and health 
care. 
     
Fourth, included in the health promotion literature is the concept of community 
capacity building (CCB) (Crisp, Swerissen, & Duckett 2000; Gibbon, Labonte, & 
Laverack 2002; Hawe et al. 1998; Labonte & Laverack 2001a; Labonte & Laverack 
2001b).  This is not an unexpected finding as health promoters have had a long-term 
interest in the related concepts of community and community development.  For 
example, health promotion practice is often conducted in a community setting and 
health promotion work can be underpinned by the values and methods of community 
development.  The definitions and models of CCB found in health promotion sources 
(Goodman et al. 1998; Labonte & Laverack 2001b) are based on work conducted in 
Australia, Canada and North America, a synthesis paper reviewing research 
concerning the conceptualisation and measurement of community capacity showed 
little work had been done in the UK (Kwan et al. 2003).  In summary, the health 
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promotion literature provides definitions, models and theories of the key concepts 
used in this thesis. 
 
1.1.2. Community development literature 
Community development is the second body of work relevant to this study for a 
number of reasons.  First, the HIIC course uses a community development approach, 
which means its content is informed by a distinctive ethos and is delivered using 
particular methods.  For example, HIIC tutors use group-work methods to discuss 
community health-related issues and seek to promote collaborative working among 
students as they complete course assignments.  The processes involved in this 
method of facilitation are seen as important factors in developing students’ 
confidence, self-esteem and political awareness. 
 
Second, community development is considered to be a major influence on health 
promotion strategy (Green & Raeburn 1990).  Naidoo and Wills (2000) identify three 
common elements shared by all community development approaches to health 
promotion and which also feature in the HIIC course.  First, community members are 
encouraged to identify priorities that concern them.  Second, health is promoted 
through community development methods.  For example, self-esteem, confidence 
and sense of control can be increased as members work together to address a 
concern.  In addition, skills developed through participation are transferable to other 
contexts, not just health related.  The third characteristic is that health inequalities are 
recognised and that practitioners aim to work with groups who are marginalised and 
vulnerable.  By concentrating on the social determinants of ill health, such as class, 
unemployment and poverty, rather than individual behaviour, community 
development approaches attempt to empower local people to act collectively to 
influence the political, economic and social issues that impact on their lives.   
 
Community, a key concept in community development theory, is also an important 
concept in the HIIC course for a number of reasons.  Firstly, HIIC challenges 
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students to identify phenomena that affect the health of the community as a whole. 
Second, HIIC aims to raise students’ awareness about how local people can take 
action about a specific health-related concern within their community.  Thus, I would 
suggest that by exploring the concept of community the contextual understanding of 
the impact of HIIC might be increased.  Finally, HIIC can be understood as part of 
recent policy developments that encourage community participation to address health 
inequalities (CHEX 2005).           
 
The community development literature also includes regeneration research exploring 
CCB in the UK (Banks & Shenton 2001; Diamond 2004), North America (Chaskin 
2001)  and Australia (Simpson, Wood, & Daws 2003).  These studies provide 
theoretical models as well as critical accounts of CCB.  For example, Banks and 
Shenton (2001) reviewing two regeneration projects argue that CCB processes can be 
viewed as being on a strategic (a focussed and more planned approach to CCB) / 
developmental (part of broader community development processes, where CCB is 
not an explicit objective) continuum.  In addition, the community development 
literature suggests that the origin of the concept of CCB evolved from the notion of 
community competence (Cottrell 1976).    
 
In summary, the community development literature is relevant to this thesis as it 
provides the rationale and theoretical background to some of the main themes in this 
study.     
 
1.1.3. Social policy and political science literatures 
The final literatures considered are those of social policy and political science.  HIIC 
course is informed and influenced by wider political and policy developments.  By 
exploring current political discourses that emphasise encouraging community 
involvement in addressing social problems, it is possible to understand why courses 




One particular relevant feature in the literature related to theories that highlight 
changes in how political power is exercised.  It has been argued that political power 
is discharged towards concerns about populations, for example, management of their 
health and well-being, whereas previously power was exercised to maintain and 
defend a state’s territory (Foucault 1980; 1997).  In addition, certain aspects of the 
nature of human existence- for example, morals, sentiments and guiding beliefs of 
individuals and groups- have now become the means by which the regulation of the 
individual might be joined to the obligations of good government (Rose 2001).  
Thus, levels of trust between people, a sense of community and the degree of 
voluntary activity are increasingly important considerations to those in power 
(Walters 2002) and have become the site of political strategies to address problems 
such as social exclusion and health inequalities.  ‘Third Way’ thinking, 
communitarianism and social capital are recent political concepts and perspectives 
that are particularly relevant in explaining the political and social context of the HIIC 
course.   
 
The influence of Third Way theory is reflected in current government policy.  The 
Third Way perspectives can be viewed as a political position that attempts to 
describe and explain so called ‘modernising shifts’ in society, such as the move from 
manufacturing-based economy to one characterised by information technology or the 
decline in the role of class politics to the growth of consumerist values (Giddens 
1998; Giddens 2000).  Giddens, one of the key figures who theorised ‘Third Way’ 
thinking, was concerned with the relationship between three spheres of society: 
government, the market and civil life.  Giddens argues that it is possible to revitalise 
the connections between these spheres by adopting a ‘new social contract’.  This 
‘contract’ emphasises the rights and responsibilities of citizens, suggests that the 
state should have a regulatory role and calls for the strengthening of civil society.  
These developments are perceived to be a requisite for effective government and for 
an efficient market economy- considered an important mechanism to tackle social 
problems.  For example, Third Way proponents argue that investment in employment 
is a key strategy in reducing social and health inequalities (Paton 1999).  In certain 
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locations, HIIC has been delivered as part of a pre-employment training package and 
has also been advertised as an opportunity to develop new skills in order to improve 
a person’s chances of finding employment.  Therefore, it is possible to link ‘Third 
Way’ rhetoric about reducing inequalities and the HIIC course.   
 
Third Way perspectives are also closely linked to particular interpretations of 
communitarianism, which extol the promotion of strong families and communities as 
the basis of society.  In addition, families and communities are viewed as a means of 
addressing certain social problems.  Aspects of communitarian thought reflect one of 
the potential effects of the HIIC course, such as strengthening communities.   
 
Social capital, a term originally popularised in political science literature, refers to 
social networks, trust, and benefits accrued through membership of particular social 
groups (Portes 1998).  Social capital is relevant to this study for two main reasons.  
First, it has been suggested that levels of certain aspects of social capital- such as 
trust, reciprocity and membership of voluntary associations- correlate with health 
outcomes.  For example, rates of heart disease and infant mortality (Kawachi et al. 
1997; Kawachi 2001).  Second, social capital is cited in current political, community 
development and health promotion discourses, in conjunction with other phrases 
such as community capacity building (see for example Crisp, Swerissen, & Duckett 
2000; Laverack & Wallerstein 2001; Smith, Baugh-Littlejohns, & Thompson 2001).  
Hence, the concept of social capital might be helpful in exploring how completing 
HIIC influences students to address health concerns in their community. 
 
In summary, political power is exercised in relation to managing the health and well-
being of a population and abstract notions, such as ‘sense of community’ become 
part of the apparatus by which people are governed.  Reinforcing this form of 
political power are contemporary concepts and perspectives that promote strong 
communities in order to address social ills.  As the aims of HIIC appear to 
complement features of the political agenda, notably, regarding the role of 
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communities, it is possible to understand why HIIC is promoted and supported at the 
time of writing.  In the next chapters, the following concepts in further detail: health, 




















Health is a significant social, political and personal issue and a vast amount of related 
literature exists.  As already noted participating in a HIIC course encourages people 
to think about what the concept of health means to them, to identify factors that 
influence the health of their community and to explore ways in which the health-
related concerns of a community can be addressed.  Thus, in simple terms, HIIC is 
concerned with definitions and understandings of the concept of health as well as 
examining potential responses to health matters.  This pattern is reflected in this 
chapter, which aims to highlight some of the key features in the health literature that 
help to understand the broader health-related context in which HIIC can be located.  
In other words, this chapter addresses the following question, ‘What are some of the 
key developments and policies in the field of health that might have influenced the 
development of HIIC?’  It should be noted, however, that many of the concepts and 
developments considered in this chapter are complex and their origins and evolution 
are fiercely disputed and therefore should not be seen as a series of events that are 
seamlessly and chronologically ordered.   
 
This chapter is divided into three sections.  First, some definitions of health are 
explored and three conceptual ‘models’ of health are briefly considered.  Second, 
research concerning how lay people think about health is summarised.  Third, key 
features of the UK government’s health policy are highlighted and the concept of 
health promotion is examined. 
 
2.1. Definitions of health 
The WHO’s (1946: 100) definition of health as ‘a state of complete physical, mental 
and social well-being, and not merely the absence of disease or infirmity’, is a well 
known and often quoted statement regarding health.  According to this definition, 
health could be interpreted as an ideal state, which assumes that a person cannot be 
considered healthy if suffering from minor ailments and so by this definition many 
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people would be unhealthy (Blaxter 2004 ; Seedhouse 1986).  In addition, it has been 
claimed by Blaxter (2004) that conceptualising health in this way perpetuates the 
view that illness is a departure from the norm and that this can then be reinterpreted 
or reformulated as illness as a deviance from social and moral norms.  However, as 
illness is a common feature in people’s lives it has been questioned whether it can be 
justifiably classified as deviance (Pflanz & Rhode 1970). 
  
Health viewed as normal and disease seen as a departure from the norm reflects 
elements found within early belief systems and philosophical thought.  For example, 
Platonic notions of health were correlated with the body’s functions acting in 
harmony.  Conversely, disease was understood as a disturbance in this equilibrium.  
Broadly, health was understood as the correct balance between the gods, the 
environment and the processes within the body.  Consequently, disease- considered 
as reflecting imbalance- could be corrected by rectifying deficiencies (by diet) or the 
removal of excess (by purging or bleeding) (Mishler 1981).  However, as Blaxter 
(2004) noted, equating health with normality can be problematic and raises questions 
such as, ‘Normal for whom?’ and  ‘Does the norm mean average?’  In which case, 
the ‘norm’ may not equate with perfect health.  Or perhaps the use of ‘normal’ refers 
to an ideal state which is unachievable (Blaxter 2004).  In addition, ‘[h]ealth and 
disease cannot be defined merely in terms of anatomical, physiological, or mental 
attributes.  Their real measure is the ability of the individual to function in a manner 
acceptable to himself [sic] and to the group of which he [sic] is part’ (Dubos 2001: 
9). 
 
Health as a function or as a level of fitness to accomplish everyday tasks was a 
theory promoted by, among others, the American sociologist Talcott Parsons (1951).  
Within this context, Parsons viewed medicine as an institution which supervised 
certain deviant behaviours in contemporary societies and argued that the pressures of 
daily living may be such as to urge people into adopting a ‘sick role’, in order to be 




Health has been defined as a commodity and refers to purchasing treatments 
(Seedhouse 1986).  In this sense, Seedhouse goes on to argue, health is 
conceptualised as something that can be prescribed, for example, through drug 
treatments, and becomes separated from the individual.  Additionally, as health can 
be restored by the appropriate medical intervention, it becomes viewed as an 
idealised state.  However, Seedhouse notes that one of the implications of defining 
health as a commodity is that it masks an individual’s potential that exists beyond 
their illness.   
 
Seedhouse proposed that health could be understood more appropriately as the 
‘foundations for achievement’.  He suggests that the foundations that make up health 
are: basic needs, such as food and shelter; access to information about the conditions 
which have an influence in a person’s life; the skills and ability to understand this 
information; and the realisation that people are never totally isolated from one 
another or their environment.  Therefore, ‘[h]ealth in its different degrees is created 
by removing obstacles and by providing the basic means by which biological and 
chosen goals can be achieved’ (Seedhouse 1986: 61). 
 
The concept of health is a key consideration in the discipline of health promotion 
(which is explored below).  In this context, health is informed by the WHO’s 
definition of health (see page 27).  In presenting the theoretical underpinnings of 
health promotion, Tones and Green (2004) suggest that the concept of health 
includes three key components: physical, mental and social.  Physical health can be 
viewed in two ways: firstly, as reducing the effects of disease and disability and 
secondly, as enjoying an adequate level of fitness to achieve personal goals or a 
sense of wellbeing.  Tones and Green suggest that mental health can have both 
cognitive and affective dimensions.  The cognitive element refers to the extent to 
which individuals reach their potential and the affective aspect concerns emotions 
and feelings, including a spiritual dimension.  Social health is thought to be 
comprised of three main features.  First, independence- a socially mature person 
behaves with more independence and autonomy.  Second, interpersonal 
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relationships- social health is characterised by the ability to relate to a variety of 
other people and be able to work with them.  Third, responsibility- social maturity 
involves accepting responsibility for others. 
 
The concept of health has also been incorporated into theoretical models, three of 
which are highlighted here: the biomedical, the biopsychosocial and the social.  
Blaxter (2004) argues that the biomedical model of health in a stereotyped form is 
based on the biological sciences and focuses on disease and ill health.  Following 
Mishler (1981), Blaxter cites the four principles contained in the biomedical model 
of health as: 
a) A doctrine of etiological cause - that disease is caused by a specific biological 
factor such as germs, bacteria, or parasites. 
b) An assumption of generic disease - that each disease has universal features 
within a human population, regardless of culture, time and place.   
c) Ill-heath is a deviation from normal biological functioning.  
d) Scientific neutrality.  
 
Blaxter argues that elements of these four characteristics can be found in modern 
medical practice, although she acknowledges that biomedicine now accepts multiple 
and interactive causes of ill health.  Blaxter suggests that one of the main criticisms 
of the biomedical model is that it focuses on disease prevention or elimination at an 
individual level, rather than acknowledging the wider social circumstances in which 
diseases thrive.  In addition, it has been argued that psychology research has also 
influenced more recent variants of the biomedical model of health.  For example, 
Wade and Halligan (2004) suggest that psychology not only challenged the 
mechanistic model of illness by demonstrating that psychological factors impact on 
illness, but is also reflected in contemporary biopsychosocial models of illness.  
 
To suggest that biopsychosocial models are a recent development is perhaps slightly 
disingenuous.  For example, in 1977 Dr George Engel presented a holistic alternative 





which became known as the biopsychosocial model (Engel 1977).  According to 
Borrell-Carrió et al. (2004) Engel’s ideas were expounded both as a scientific project 
and as a radical ideology which sought to counter ‘the dehumanization of medicine 
and disempowerment of patients’ (Borrell-Carrió, Suchman, & Epstein 2004: 576).  
Essentially Engel postulated that medical practitioners should be concurrently 
concerned with the biological, psychological and social dimensions of illness, in 
order to comprehend and to be in a position to offer both an appropriate and 
empathetic response to patients’ suffering.    
 
The contemporary social model of health, according to Blaxter (2004), can be traced 
to around the middle of the 20
th
 century; a time when there was a growing 
dissatisfaction with the dominant biomedical model of health.  Two writers who were 
influential in the development of the social model are Ivan Illich and Aaron 
Antonovsky.  Reflections on their work (Antonovsky 1996; Illich 1976) led to calls 
for a re-focus on the factors that promote health, instead of being solely concerned 
with the prevention of disease.  Blaxter argued that the social model of health 
reflected a significant break with the biomedical model, as biological processes 
within the social model are placed in a social context and the individual is treated 
holistically, rather than as a set of bodily systems.  This model of health could be 
seen, in part, as a response to a medicalized conceptualisation of health that is 
considered to be widespread in medical practice and research (Larson 1999).  In the 
following section, the research concerning lay understandings of health is considered 
and can also be viewed as another riposte to professional medicine. 
 
2.2. ‘Lay’ understandings of health 
Another example of how professional knowledge about health has been challenged is 
reflected in the interest in how lay individuals understand the concept of health.  For 
example, sociological research in health spans a number of years (for a review see 
Lawton 2003), although it has been noted that many of these ‘health’ studies actually 
focused on illness rather than on health accounts (Hughner & Kleine 2004; Lawton 
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2003).  However, there are a number of examples where understandings of health 
have specifically been explored (see Blaxter 1983;  Blaxter 1990; Calnan 1987; 
Cornwell 1984; Herzlich 1973; MacInnes & Milburn 1994). 
 
In a recent compilation of the existing literature concerning how individuals think 
about health, Hughner and Kleine (2004: 415) suggested that the themes distilled 
from the review could be categorised into four: definitions of health, explanations for 
health, external / uncontrollable factors influencing health and the place health 
occupies in people’s lives.  Definitions of health included the absence of disease and 
the ability to conduct daily responsibilities.  In addition, health was seen as an 
aspiration in terms of achieving a state of harmony and balance in everyday life as 
well as health provides the means to live a fulfilling life. 
 
The second category, explanations for health, included understandings about where 
good health originates from, which came from a range of information sources, such 
as health care professionals, personal experience and folk knowledge.  In the 
literature, themes concerning the causes and control of health were influenced by 
‘personal practices and responsibilities’ (Hughner & Kleine 2004: 416).  For 
example, accounts included references to ‘living correctly’ to maintain bodily health.  
External factors that contributed to health included government policies, institutions 
and the social environment, which impacted on an individual’s capacity to manage 
their health.  In addition, contemporary environmental factors, such as food quality 
and psychological stress, were identified as influencing health.  Genetics was one of 
the uncontrollable factors that was cited as impacting on health.  In the context of the 
place that health occupies in people’s lives, it was found that the importance of good 
health was taken for granted and that health was not seen as something to be 
consciously achieved on a day-to-day basis.  In addition, researchers found that 
people were aware of lifestyle choices that can promote health.  However, despite 
this there was also disparity between health beliefs and behaviour.    
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2.3. Policy context 
In Britain, according to Davey-Smith et al. (2001), there has been a long tradition of 
observing and considering social inequalities of health.  They cite the following 
examples: Edwin Chadwick’s Report into the sanitary conditions of the labouring 
population of Great Britain (1842), Engels’ Condition of the working class in 
England in 1844 (1888), Rowntree’s study of York, Poverty: a study of town life 
(1902), and Margery Spring-Rice’s  Working class wives: their health and condition 
(1939).  In addition, other significant events, such as the second Boer War (1899-
1902) highlighted the extent of poor health.  In Scotland, for example, during 
recruitment for this war nearly 50% of the Scottish recruits from poor backgrounds 
were deemed unfit on physical grounds (Player & Murray 2003).  The subsequent 
years saw the gradual introduction of more formalised welfare provision.  Although a 
detailed examination of how the welfare state evolved (see for example Timmins 
1996) is not appropriate in this thesis, it is worth highlighting a number of its key 
developments.    
 
During the Second World War the Beveridge Report (HMSO 1942) was published 
and made an important contribution to thinking about poverty and health (Player & 
Murray 2003) as it called for the ‘slaying of  the five giants of want, disease, 
ignorance, squalor and idleness’.  In 1946, the National Health Service Act was 
passed and two years later, the National Health Service (NHS) was created.  Initially, 
the NHS was based on the principle of universality, comprehensiveness and being 
free at the point of delivery.  In other words, the service would be for every member 
of the British population, regardless of status, cover all types of health needs and 
would not require the patient to pay directly for any treatment (Alcock, Payne, & 
Sullivan 2004).  However, the extent to which the ideological principles on which the 
NHS was purported to be founded has been disputed (Powell 1996; Seedhouse 
1994).  Indeed the issue of cost, the increasing demand for services and the control of 
expenditure and how resources were divided were features in the early years of the 




The government in 1977 set up a working group on inequalities and health chaired 
by Sir Douglas Black.  The authors of The Black Report (Department of Health and 
Social Security 1980) as it became known, argued that the main explanations for 
inequalities in health were related to material deprivation and to particular aspects of 
the socio-economic context.  The report presented a structural explanation of health 
inequalities in that the social class gradient largely reflected the extent to which 
people had access to the material determinants of health status, such as income, 
housing, education and safer working environments.  These findings, according to 
Williams (2003b), were confirmed and added to by further research.  For example, 
Whitehead (1987) found evidence indicating that social inequalities of health were 
still widening.  However, this was generally ignored by the Conservative 
government, as indicated by the then Secretary of State, Virginia Bottomley’s, 
preference for the term health ‘variations’ rather than inequalities in the early 1990s.  
Health policies introduced around this time were largely influenced by the medical 
model of health and failed to address the wider determinants of health (Paton 1999).  
For example, the Conservative government’s White Paper, The Health of the Nation 
(Department of Health 1992), identified five priority areas, (coronary
 
heart disease 
and stroke, accidents, mental health, cancers,
 
and HIV and sexual health) but was 
criticised for concentrating on individual lifestyle and ignoring the factors beyond 
individual control (Paton 1999).    
 
In 1997 a change in administration saw health inequalities being placed more 
centrally on the political agenda (Crinson 2005).  The New Labour government 
established an Independent Inquiry into Inequalities of Health, known as The 
Acheson Report (1998), which stated that causality runs from social and economic 
inequality to ill health and not vice-versa, and that inequalities could be demonstrated 
across various measures of health and its determinants.  Paton (1999) suggested that 
‘Third Way’ (an influential political discourse among some New Labour politicians) 
supporters responded to the Acheson Report by arguing that social inequalities could 
be reduced through investment in employment, rather than through income 
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redistribution.  However, the effectiveness of this approach was questioned in the 
following pessimistic statement: 
 [W]ith New Labour actively resisting European moves to find a genuine 
 Third Way to avoid the vicissitudes of globalised capitalism, the outlook for a 
 systematic attack on inequalities and health, correlated as they are with 
 inequalities in income, is bleak. 
(Paton 1999: 68-69) 
 
At this point, it is worth considering policy developments in Scotland, as HIIC is a 
Scottish-wide programme.  Another significant change at this time was the 
devolution of certain political powers to Scotland.  Scotland’s new political 
institutions were formed by legislation enacted by the UK parliament in 1998 
(Woods 2004) and consequently, Scotland could enact primary legislation on nearly 
all health matters.  Political devolution gave each country the responsibility to decide 
on health policies that corresponded to its circumstances and subjected ‘the making 
of policy and the performance of health services to greater democratic accountability 
through the processes of political scrutiny’ (Woods 2004: 326).   
 
As noted in the recent NHS Health Scotland Corporate Plan 2005-08 (NHS Health 
Scotland 2005) since devolution a number of policy documents and reports have 
been produced.  In 1999 the Scottish Executive published the White Paper Towards a 
Healthier Scotland (Scottish Executive 1999b), which sets out the major features of 
the health of the Scottish population.  In addition, the White Paper states that health 
improvement needed to function at three levels: to ameliorate the deficient 
circumstances experienced by many people in Scotland; to concentrate efforts on 
unhealthy lifestyles, which contribute to poor health; and to target specific health-
related issues such as smoking and alcohol.  More recently, Improving Health in 
Scotland: the challenge (2003) presented a framework to inform the mechanisms 
required to deliver a faster rate of health improvement (Scottish Executive 2003) and 
proposed to meet two key objectives: to improve life expectancy and healthy life 
expectancy for adults in Scotland by 2012, and to reduce inequalities between the 
most well-off and deprived groups.  It was recommended that health improvement 
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work should be focussed around four main themes: early years, teenage transitions, 
the workplace, and community-led.  In addition, seven programme areas were 
identified under which particular initiatives would be developed: physical activity, 
healthy eating, smoking, alcohol, mental health and well-being, health and 
homelessness, and sexual health. 
 
2.4. Health promotion 
Health promotion can be viewed as a strategy to address health needs and health 
inequalities. The origins of modern health promotion (and health education, a related 
concept) have been traced to the 19
th
 century, when advances in scientific knowledge 
about diseases, a fear about disease affecting the upper classes and a growing sense 
of altruism towards the poor led to the development of public health as a formalised 
discipline (Last 2004; Zealley 2004).  For example, the occurrence of widespread 
disease led to sanitary reform for heavily populated industrial towns (Naidoo & Wills 
2000) and in conjunction with the public health movement the ‘idea of educating the 
public for the good of its health’ (Naidoo & Wills 2000: 72) evolved.  
 
However, Lupton (1995) argues that the interests of reformers from the early public 
health movement were generally directed towards maintaining the supply of fit 
workers for a growing industrial sector and subduing dissatisfaction among the 
working classes that was believed would lead to revolution, rather than promoting 
social change solely on the basis of humanitarian principles.  Conversely, Dubos 
(2001) has argued that the elimination of epidemic diseases resulted largely from the 
campaigns for pure food, water and air initiated by the humanitarian movements 
committed to the abolishment of the perceived social evils of the Industrial 
Revolution.  
 
It has been suggested that contemporary health promotion practice developed, 
partially, in response to individualistic emphasis in health education.  In the UK, the 
Central Council for Health Education was established in 1927 and was mainly 
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involved in publishing information and instruction with the aim to change 
‘unhealthy’ behaviour.  Almost forty years later, in 1968, the Health Education 
Council (HEC) was established to develop and implement widespread programmes 
of education (Naidoo & Wills 2000).  The HEC followed closely the biomedical 
model of health as espoused by the then Department of Health and Social Security; 
however, in subsequent years, health education was criticised for its focus on 
individual responsibility and for not recognising the structural constraints that 
affected people’s choices.   
 
In the 1970s, a number of influential writers and critiques challenged the efficacy 
and social cost of medicine and emphasised the need to address the environmental as 
well as the behavioural determinants of health, contributing to the development of 
health promotion as a concept.  First, Thomas McKeown (1976) argued that the 
reduction in mortality rates in western countries over the previous two centuries had 
on the whole been due to control of infectious diseases.  Thus, health authorities 
should concentrate on environmental conditions rather than progress in medical or 
surgical procedures.  Second, Ivan Illich (1976) suggested that many biomedical 
treatments were more likely to result in other medically caused illnesses 
(iatrogenesis), rather than improving people’s health.  Third, Lalonde’s co-authored 
report A New Perspective on the Health of Canadians (1974) argued that the 
effectiveness of health spending could be greatly enhanced through empowering 
people in communities to identify local health needs and to establish agencies by 
which these needs could be addressed. Lalonde introduced the term health promotion 
and argued that in order to improve public health attention should be focussed on the 
environmental factors that impact on health and individual lifestyle choices related to 
health states (Bunton & MacDonald 1992).  Thus, Lalonde challenged the 
‘traditional view of the health field’ (1974: 11) which he suggested assumes that all 
health improvement stemmed from medical science.  Subsequently, during the late 
1970s health promotion emerged as a movement, discipline and profession (Tones & 




As noted above the concept of health promotion evolved from a range of influences 
and critiques and its theoretical underpinnings became more sophisticated as health 
promotion theory developed.  According to Bunton and MacDonald (1992) health 
promotion adopts a range of political strategies, from the conservative to the radical.  
In a conservative sense, health promotion can be seen as a method to direct 
individuals to assume responsibility for their own health and so reducing the 
financial costs to health services.  However, more progressive forms of health 
promotion seek to influence the relationships between the health care provider and 
the individual by evading institutionalised medical forms of care for an emphasis on 
public policy and multi-sectoral action (Bunton & MacDonald 1992).  Radical health 
promotion aims to foster significant social change, through community development 
to encourage collective action to challenge the state (Grace 1991; Minkler 1989). 
 
More recently, health promotion has become viewed as a political activity and has 
been defined as the processes ‘by which the ecologically-driven socio-political-
economic determinants of health are addressed as they impact on individuals and the 
communities within which they interact’ (Whitehead 2004: 314).  In this context, 
health promotion can be viewed as an intrinsically political process that attempts to 
change and to enable communities by engaging them in activities that impact on their 
public health, which could be done through the following methods: agenda setting, 
political lobbying and advocacy, critical consciousness-raising and social education 
programmes (Whitehead 2003).   
                                                                                                                                       
According to Mittlemark (1999) the development of health promotion practice within 
communities has been justified for a number of reasons.  First, it is considered 
natural for health promoters to practice at this level of human organisation.  The 
social and physical environments at a community-wide level influence the well-being 
of the people in them and the settings of which communities are composed.  For 
example, schools and workplaces provide opportunities to involve people from 
different backgrounds in health promotion.  Health promoters can utilise the existing 
structures within a community to channel ‘intense and sustained 
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intervention[s]’(Mittelmark 1999: 3).  For example, Mittelmark identifies two types 
of programmes – disease prevention and community development, the latter being of 
interest for the purposes of this thesis.  It is suggested that within a community 
development programme the main objective is community development for health 
promotion with an emphasis on building a community’s capacity to develop and 
manage health promotion programmes or to improve the basic foundations for a 
thriving community, such as equitable access to education and economic security.  
The challenge in this context is to identify, develop and increase the existing 
capacities and resources within the community rather than depend on external 
resources.   
  
Second, according to Ritchie et al. (2004) the focus on community in health 
promotion came partly from a recognition that behaviour is influenced by the 
environment in which people live and that local values, norms and behaviour patterns 
affect an individual’s attitudes and behaviours.  Consequently, there has been a move 
towards assuming that long-term, large-scale behavioural change is best achieved by 
changing the standards of acceptable behaviour in a community or changing 
community norms about health-related behaviour (Thompson & Kinne 1999).   
 
Third, a number of reports and declarations were influential in developing health 
promotion theory and practice and an emphasis on the concept of community 
emerged during the 1970s (Boutilier, Cleverly, & Labonte 2000).  The Alma Ata 
Declaration (WHO 1978) reflected a recognition of the importance of community 
participation in health care by stating that people have the right and responsibility to 
take part on an individual or collective basis in the planning and implementation of 
their health care.  In addition, government reports such as A New Perspective on the 
Health of Canadians (Lalonde 1974) assessed the impact of behavioural risk factors 
on morbidity and premature morality, giving rise to community-based interventions 
to reduce risk factors for conditions such as heart disease and cancer.  These 




In 1984, WHO Europe argued that health is influenced largely by policies in non-
health areas, such as housing, transportation and food distribution.  WHO proposed  
‘an intersectoral model of community development, necessitating the cooperation of 
institutions such as schools, workplaces and governments to create and / or improve 
on conditions required for an optimal level of health’ (Boutilier, Cleverly, & Labonte 
2000: 251).  The Ottawa Charter for Health Promotion (WHO 1986) was an 
important document in the evolution of the health promotion discourse that underpins 
health promotion via community development and defined health promotion as ways 
of enabling people to assume control over, and to improve, their health.  The Charter 
supported the validity of community development as a health promotion strategy by 
demanding an active role for the public through real and effective community action 
in identifying health priorities, making decisions, planning strategies and 
implementing them to achieve better health.  Central to this health promotion 
strategy is the ‘empowerment of communities, their ownership and control of their 
own endeavours and destinies’ (WHO 1986: 2). 
 
2.5. Summary 
In summary, the aim of this chapter was to explore the health-related context in 
which HIIC can be placed by setting out some of the key developments in the health 
literature that not only influenced the development of the HIIC course, but are also 
reflected in the course materials.  It was demonstrated that the concept of health has 
been defined in a variety of ways, and has been incorporated into theoretical models 
that partially reflect assumptions about the causes of health and how to address ill 
health or health-related concerns.  The social model of health was seen as a particular 
response to the medical conceptualisation of health and attempts to place biological 
processes into a social context and views individuals holistically.  It was also argued 
that lay understandings of health could be seen as an attempt to challenge medical 
perceptions of health.  Several key health policies were highlighted to show how 
governments had attempted to address ill health at a population level.  Finally, the 
concept of health promotion was explored by tracing its development and showing 
how the concepts of community and community development have become 
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increasingly influential in health promotion practice.  In the next chapter, the concept 
of social capital is introduced and some of the evidence both supporting and 





















3. Social capital- literature review  
In Chapter 1, it was noted that the HIIC course is concerned with helping students to 
explore and understand the processes involved in addressing health-related issues in 
the community.  Thus, a pertinent question to ask is ‘What is the means by which 
HIIC students go about addressing health-related issues in their community?’  One 
initial way to explore this question is to consider a concept that attempts to examine 
the link between an individual and wider social structures.  It has been suggested that 
one such concept is social capital (Coleman 1988a). 
 
Social capital has become a concept used in a wide range of academic disciplines, for 
example politics, social policy, economics and sociology (for an extensive list see 
Woolcock 1998); consequently, a large body of social capital research exists.  
Broadly, social capital refers to the benefits acquired through membership of 
networks and other social structures (Portes 1998).  Levels of social capital have 
been linked to a variety of issues   such as economic growth and political 
participation.  For example, it has been argued that high levels of social capital in 
certain regions in Italy can be correlated with a positive effect on governmental and 
economic performance (Putnam 1993).  There is also a growing interest in the 
relationship between social capital and health (see for example, Baum 1999; 
Campbell, Wood, & Kelly 1999; Gillies 1998; Kawachi et al. 1997; Kawachi 2001).  
 
This chapter is divided into two main sections.  Firstly, I introduce, discuss and 
compare the theories of three academics, James Coleman, Pierre Bourdieu and 
Robert Putnam, whose work has contributed towards popularising the concept of 
social capital.  Secondly, I will review some of the literature concerning social 
capital and health.   
 
James Coleman (1988b) explored the links between educational attainment and 
social inequality, and developed the concept of social capital to refer to resources 
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that characterise family and community relations which contribute to the cognitive 
and social development of young people.  Thus, social capital can be viewed as a 
connection between structure and individual agents and according to Coleman is   
 …defined by its function.  It is not a single entity but a variety of different 
 entities, with two elements in common: they all consist of some aspect of 
 social structures, and they facilitate certain actions of actors…’within the 
 structure’…social capital is productive, making possible the achievement of 
 certain ends that in its absence would not be  possible…Unlike other forms of 
 capital, social capital inheres in the structure of relations between actors and 
 among actors.  
(Coleman 1988a: S98) 
 
Coleman’s work identifies two important forms of social capital.  Firstly, information 
channels, which involve trusting others to give accurate information.  To illustrate 
the importance of information channels as a form of social capital, Coleman used a 
university setting as an example and suggested that academics maintain current 
research knowledge by exploiting their daily contact with colleagues (information 
channels).   Coleman argued that from this example two important facets of social 
capital emerge.  Firstly, the value of having access to a particular network- thus, 
academics could increase their individual knowledge through their network of 
colleagues. Secondly, the specific context in which the network is placed- hence, 
accessing this information is contingent on being in a university where academics are 
familiar with the latest research. 
 
The second form of social capital Coleman identified was social norms, which are 
behaviours accepted within a particular social network.  Coleman suggested that 
social capital is promoted through the closed or restrictive nature of certain networks, 
by members of such networks dictating the actions of others within the network by 
the threat of expulsion.  In this way social norms, and hence social capital, are 
established and reinforced within a network. Interestingly, this observation that 
closed social networks can facilitate social capital has not been made by other 




Coleman’s work on the relationship between social capital and educational 
attainment has drawn a number of criticisms.  Morrow (1999) argued that Coleman’s 
approach is not sufficiently contextualised, and that in areas of deprivation, 
educational achievement may not appear obviously beneficial.  If young people from 
deprived areas do not perceive educational attainment as sufficiently rewarding, it is 
understandable and rational that they may react by leaving the educational system.  
Social capital in this situation is therefore low.  Thus, according to Morrow’s 
critique, Coleman’s formulation of social capital fails to take into account existing 
social structures. However, my understanding of Coleman’s work is that social 
structures are a significant feature of social capital.  In addition, Coleman argues that 
social capital can lead to negative or positive consequences depending on the 
context.  Given these points it is perhaps difficult to fully accept Morrow’s criticism 
in this case.   
 
According to Morrow (1999), another criticism concerns Coleman’s (and Putnam’s) 
treatment of gender issues and social capital.  For example, it has been suggested that 
Coleman and Putnam’s theories infer that women’s employment has a negative effect 
on generating social capital (Frazer & Lacey 1993).  Morrow argues that Coleman 
distinguishes between social capital inside and outside the family.  Social capital 
within the family concerns the relationships between family members (Coleman 
1988a).  Thus, Coleman, according to Morrow, argues that single-parents and 
families where both parents work, have low levels of social capital ‘because parents 
simply do not have enough time to give their children enough attention’ (Morrow 
1999: 747).   
 
Molyneux (2002) argues that much of the existing social capital research primarily 
refers to male networks.  However, where gender relations are considered, they are 
often distorted by assumptions about women that do not accurately reflect their lived 
experiences.  The omission or misrepresentation of women in the social capital 
literature is clearly problematic.  In addition, women have been shown to contribute 
to the generation of social capital.  Research concerning women among low-income 
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groups indicated that it is often those with strong community and kin ties, and engage 
with social networks and participate in voluntary programmes, all of which are 
features of social capital.  For example, a government sponsored poverty assistance 
scheme, Plan Vida (Life Plan)- in Buenos Aires involved a million beneficiaries and 
was administered on a voluntary basis by 22,500 residents, mostly women (Feijoo 
2000 cited by Molyneux 2002).    
 
Pierre Bourdieu’s (1985; 1977) work has also contributed towards the development 
of social capital theory.  Bourdieu argued, that in order to understand the social 
world the various forms of capital, such as cultural, linguistic or social, which are all 
rooted in economic capital, need to be explored.  Social capital, according to 
Bourdieu,  
 is the aggregate of the actual or potential resources which are linked to 
 possession of a durable network of more or less institutionalized relationships 
 of mutual acquaintance and recognition- or in other words, to membership in 
 a group. 
(Bourdieu 1985: 243) 
 
Bourdieu, like Coleman, broadly defined social capital as the social ties or 
association to specific communities that generate resources, benefits and 
opportunities available to individuals.  In other words, social capital is constituted by 
social processes, both within and between groups, that result in the accumulation of 
resources.  Bourdieu and Coleman’s thinking differed in a number of ways.  First, 
Bourdieu maintained that relations among different classes as well as groups 
informed the distribution of social capital.  The second distinction concerns the 
nature of power within social relationships.  Coleman essentially viewed social 
capital as facilitating collective aims- ‘the power to’ (Smith & Kulynych 2002).    
For example, Coleman refers to Jewish diamond traders (rational actors) in New 
York, who were able to maximise their economic advantage (optimising individual 
opportunity) by using local social networks to grade their diamonds and so avoiding 
expensive legal contracts.  On the other hand, Bourdieu, writing from a conflict 
perspective where social processes result from organised actions required to produce 
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goods necessary for daily living (Pope 2003), characterised social capital as ‘the 
power over’ (Smith & Kulynych 2002).   
 
The final social capital researcher considered in this review is the American Robert 
Putnam, who, building on Coleman’s work, defined social capital as those 
characteristics of social organisation- such as trust, norms and networks- that can 
enhance the efficiency of society by facilitating organised actions.  Whiteley (1999) 
suggests that Putnam’s definition refers to three aspects of social capital.  Firstly, a 
citizen’s trust in other members of society.  Secondly, social norms supporting co-
operation.  Thirdly, networks of civic engagement.  Putnam’s seminal study Making 
Democracy Work (1993) examined the differences in democracy and economic 
development in regions of Italy.  Putnam quantified levels of association and 
relations of reciprocity within a region by measuring factors such as voting activity, 
membership of sports clubs, and newspaper readership.  He suggested that 
involvement in such activities (especially voluntary) was a feature of a positive civic 
community.  The overall result of Putnam’s study was that areas showing strong 
civic engagement, and high levels of participation in civic associations, were more 
likely to supplement the effectiveness and stability of democratic government.  Thus, 
high levels of social capital were correlated with positive government and economic 
performance. 
 
According to DeFilippis (2001), Putnam redefined social capital in a number of 
ways.  First, the concept of social capital evolved from being realised by individuals 
as previously suggested by Coleman and Bourdieu, to being a resource possessed by 
individuals or groups (whether within areas, communities, or countries).  Second, 
social capital became fused with a particular interpretation of civil society.  Hence, 
‘voluntary, nongovernmental associations, based on trust, become the institutions 
through which social capital is generated’ (DeFilippis 2001: 785).  Finally, social 
capital becomes a normative characteristic assumed to encourage democratic 




As Putnam’s work has been widely scrutinised (see for example DeFilippis 2001; 
Edwards & Foley 1997; Edwards & Foley 1998; Fine 1998; Fine 2001; Portes 1998; 
Smith & Kulynych 2002) I will highlight four considerations.  Firstly, it has been 
suggested that Putnam’s approach to social capital adopts a bottom-up perspective in 
examining the effect of voluntary association on the attitudes and norms of members 
and on social, political and economic institutions.  This perspective ignores the role 
that political institutions have in influencing the context of associational behaviour 
(Hall 1999; Maloney, Smith, & Stoker 2000).  Secondly, a citizen’s knowledge about 
civic society or the presence of certain values or attitudes does not necessarily 
correlate with the performance of government institutions.  Rather, it is how people 
behave that is crucial, and as Coleman suggested social capital is a relational 
concept; it is specific and contextual.  Thus,  ‘[a] given form of social capital that is 
valuable in facilitating certain actions may be useless or even harmful to others’ 
(Coleman 1988a: S98).   
 
Thirdly, according to Navarro (2002), Putnam (2000) in his work Bowling Alone 
does not address (or rarely mentions) issues of power and politics.  Navarro suggests 
that this is symptomatic of the influence of the language of economics, particularly in 
American social science, the result of the alleged triumph of capitalism, which has 
closed the debate about other forms of social and economic systems and instead 
refers only to how to manage the existing one.  Lastly, although Putnam refers to 
trust as one of the main features of social capital he fails to distinguish between 
different forms of trust, for example, that between people and trust in institutions 
(Levi 1996).  In addition, the application of Putnam’s model of social capital has also 
proved problematic (Morrow 2001), by focussing on ‘white, middle-class, church-
going, nuclear families’ which do not reflect societies with a range of cultural 




3.1. Social capital and health- arguments against   
Interest in linking social capital and health is a relatively recent development (Hawe 
& Shiell 2000; Lomas 1998), although it has been postulated that social capital 
theory can be traced to Emile Durkheim’s (1897) work on suicide (Turner 2003).  
According to Muntaner, Lynch and Davey-Smith (2001) since 1995 there has been a 
significant rise in the appearance of social capital in public health discourse.  
However, it has been argued that the uncritical acceptance of social capital in the 
public health literature incorrectly assumes both a common understanding of social 
capital and its relevance for ameliorating poor health (Muntaner, Lynch, & Davey-
Smith 2000).   In addition, it has been suggested that evidence supporting a link 
between social capital and health is inconclusive, vague (Muntaner, Lynch, & 
Davey-Smith 2000), and limited (Davey-Smith & Lynch 2004).  For example, the 
relationship between levels of social capital and mortality in different countries has 
been found to be inconsistent (Lynch et al. 2001).  Others have suggested that until 
the weaknesses of the empirical evidence for a correlation between health and social 
capital have been resolved, referring to social capital as an epidemiological variable 
may be premature (Campbell & McLean 2002).   Campbell and McLean proposed 
that further research is required concerning the different forms of social capital 
occurring in various contexts and the ways in which they might be linked to health. 
 
It would therefore appear that a link between social capital and health is contestable. 
Other issues regarding the concept of social capital and its emergence within public 
health research have also been highlighted.  For example, Muntaner, Lynch and 
Davey-Smith (2000) doubt the validity of social capital for the following reasons.  
Firstly, constructs of social capital within the public health literature lack the depth 
found within other social sciences.  In addition, they argue that the concept of social 
capital has tended to be coupled with a romanticised view of community, one that 
rarely includes references to social conflict.  While it is difficult to argue against 
notions that suggest civic participation, trust in communities and good neighbourly 
relations contribute positively to health, the underlying assumptions of such ideas 
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often refer to an idealised view of past community life that is rarely justified (Lynch 
& Kaplan 1997).   
 
Secondly, Muntaner, Lynch and Davey-Smith (2000) argue that the term social 
capital is used in public health as an alternative to both state-centred economic 
redistribution and party politics by being presented as an explanation of inequalities 
in health and wealth, rather than materialist / structural explanations.  It has been 
suggested that applying the concept of social capital in this way acknowledges the 
difficulty in addressing structural inequalities and in this context the alternative is to 
encourage the poor to change their perceptions of their place in the social hierarchy 
(Proudfoot & Guest 1997).  However, it has also been recognised that social capital 
can be understood as a marker of inequality rather than as an explanation for it.  
Macintyre (1997: 728) in her overview of the Black Report identified a ‘soft’ 
interpretation of materialist / structural explanations for health inequalities which 
postulates that physical and psychosocial features relating to the class structure 
influence health (Marmot 2001).  Macintyre suggested that this ‘soft’ version would 
maintain that, ‘the conditions of life which are determined by occupational class 
position, and which may influence health and longevity, include psychosocial as well 
as physical factors, and social as well as economic capital’.  Thirdly, others have 
argued that social capital lacks definitional clarity and consequently, ‘it is hard to 
understand how the concept…and its different manifestations across time and place 
could be linked to the specific risk factors for particular population health outcomes 
and how these change over time (Davey-Smith & Lynch 2004: 698).  
 
It has been suggested that a consequence of applying social capital when it is 
conceptualised as a ‘psycho-social mechanism’ (Muntaner, Lynch, & Davey-Smith 
2000: 115) is that it tends to over emphasise the role of the individual, an approach 
which has been viewed as reductionist and ‘victim blaming’.  For example, it could 
be argued that unhealthy communities bring poor health upon themselves because 
community members do not have strong ties or a sense of community heritage.  In 
other words the individuals themselves are lacking in social capital (Muntaner & 
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Lynch 1999).  There is also a disagreement about whether to consider social capital 
as an individual, psychological construct or as a community level construct.  
Whiteley (1999) proposes that social capital develops from an individual’s normative 
beliefs and morals and by processes of socialisation.  Others argue that social capital 
is a community level collective construct (Campbell 2000; Hyyppä & Mäki 2003), 
one that lies at the centre of participatory democracy as it encourages collective 
decision making based on trust (Murray 2000).  Others have developed a model 
which dissects the concept of social capital into structural and cognitive components 
(Bain & Hicks 1998).  The structural component focuses on the degree of 
associational links and the cognitive component includes perceptions of reciprocity 
and trust.  This model acknowledges both individual and community formulations of 
social capital.  Thus, the tension in viewing social capital as either an individual 
psychological construct or as a community level construct is reduced.  
 
Many social capital studies aggregate individual responses up to a community level 
in order to reflect social capital as a public good.  However, Lochner, Kawachi and 
Kennedy (1999) proposed that community features should be measured at a 
community level and that these features should be seen as distinct from individual 
characteristics.  Lochner, Kawachi and Kennedy go on to suggest that community 
level characteristics could be identified by observation methods; for example, a 
measure of reciprocity might be indicated by how many pavements are cleared after 
a fall of snow. 
 
Other issues relating to research exploring the relationship between social capital and 
health have been identified.  First, some studies examining geographies of health 
appear to ignore the contextual environmental characteristics of where people live 
and focus on the aggregated characteristics of the people living in a particular area 
(MacIntyre 1997; Sooman & MacIntyre 1995).  Thus, it is uncertain how precisely 
aggregated responses to surveys conducted in predetermined geographical 
boundaries measure the social environment (McKenzie, Whitley, & Weich 2002).  
Second, it has been suggested that a difficulty arises regarding the concept of 
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community.  Essentially, McKenzie, Whitley and Weich (2002) argue that as there 
can be multiple forms of community, for example, interest, geographical or 
relational, then assessing a particular community for levels of social capital is 
problematic.  McKenzie, Whitley and Weich identify two related concerns.  Firstly, 
it can be difficult to identify the boundaries of any community.  Secondly, separating 
the influence of one community over another in terms of social capital generation is 
also challenging.  Others qualify their support for a link between social capital and 
health by arguing that it should not be used as an isolated concept.  For example, 
Cattell (2001) suggests that social capital utilised with other ideas such as social 
exclusion, but without the moral underclass emphasis (Murray 1994), could further 
knowledge concerning the relationship between poverty, place of residence and 
health and well-being.  
 
3.2. Social capital and health – a case for a link 
Some have welcomed the emergence of the debate concerning social capital and 
health.  In this context, social capital is viewed as a conduit for social agendas, 
previously found within the public health arena, that can be highlighted within 
popular and political spheres, such as the social determinants of health (Baum 1999).   
 
Others support the view that social capital can be linked to health; or rather that high 
levels of social capital can be correlated to positive health outcomes.  Pilkington 
(2002) suggests that Durkheim’s (1897) study of suicide was an example of early 
research concerning the relationship between social capital and health.  Durkheim 
argued that differing population characteristics of countries explained differing rates 
of suicide between those countries.  Durkheim’s contention was that rates of suicides 
were related to levels of social integration and that the higher levels of ‘egotistic’ 
suicide among Protestants compared to Catholics reflected an individualistic ethos 




Other attempts have been made to examine why certain communities thrive and have 
healthy citizens.  For example, a study by Bruhn and Wolf (1979) examined death 
rates from heart disease among Italian-American migrant population in Roseto, 
Pennsylvania.  According to the researchers, death rates in the 1930s were 40% 
lower than in adjacent towns and it was suggested that these differences could be 
explained by the level of close ties within each community.  Roseto was considered 
rich in close familial ties, cohesive community relationships, strong interpersonal 
support and demonstrated an egalitarian ethos.  The researchers examined the effects 
of Roseto community members moving away in the 1960s and it was found that the 
health advantage was lost.  Bruhn and Wolf argued that an increased preoccupation 
with materialistic values and decreased community relationships were contributing 
factors to the development of health inequalities in this context.     
 
Research in the USA suggests that characteristics of social capital (trust, reciprocity 
and membership of voluntary groups) are significant in explaining infant mortality 
rate, heart disease and violent crime.  For example, a study found that States with 
high levels of social mistrust had higher age-adjusted rates of total mortality 
(Kawachi et al. 1997).  Also it was reported that a one standard deviation increase in 
trust was correlated with a 9% lower level of overall mortality (Kawachi 2001).  In 
addition, social capital has been considered to have a positive impact on general 
indicators of health status and not just on mortality rates.  For example, data from 
167,259 participants in the Center for Disease Control Behavioral Risk Factor 
Surveillance Surveys indicated a strong correlation between social mistrust and the 
number of people who evaluated their own health as only ‘fair’ or ‘poor’, rather than 
‘excellent’, ‘very good’ or ‘good’.  Further analysis controlled for health insurance 
coverage, income, level of education, ethnicity, smoking and obesity and 
demonstrated that residents living in areas with low levels of social capital were still 
associated with approximately a 40% excess risk of reporting poor health (Kawachi 
2001).  However, Pilkington (2002) argued that close attention must be paid to 
precisely which aspects of health, for example- mortality or morbidity, physical or 
mental health- are affected by social capital.  In addition, Pilkington continues, it is 
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possible that social capital may only influence perceived health, rather than actual 
health.    
  
The above US research suggested a link between social capital and health at a State 
level.  Others have explored this relationship at a community level.  For example,  
social capital may promote health through maintaining health norms, such as 
informal social control over ‘deviant’ behaviours, such as underage smoking and 
binge drinking (Weitzman & Kawachi 2000).  Research concerning social cohesion 
and crime was conducted in 343 neighbourhoods in Chicago and reported that the 
level of social cohesion (based on a measurement of trust), in conjunction with 
motivation to intervene for the public good, was a significant predictor of juvenile 
delinquency, crime victimisation and homicide rates (Sampson, Raundenbush, & 
Earls 1997). 
 
As noted above the idea of social capital includes a concern with levels of civic 
participation and the characteristics of local networks.  In this sense social capital 
could be a ‘useful starting point for conceptualizing those features of community that 
serve to enable and support the identity and empowerment processes that are most 
likely to facilitate health enhancing behaviour change’ (Campbell 2000: 186).  In 
addition, as Gilchrist  (2003a: 151) states, ‘[t]he discourse on social capital 
recognises the importance of these (networks) in the terms ‘bridging’ or ‘linking’ 
ties, which are distinguished from the more intimate bonds of kin and friendship.’  
Harpham, Grant and Thomas (2002) argue that ‘bridging’ capital refers to social 
capital which joins different groups or communities, whereas ‘bonding’ capital 
describes social cohesion within a group (Narayan 1999).  Harpham, Grant and 
Thomas suggested that the ‘bridge / bond’ construct is able to account for the role of 
government and the state in the generation of social capital.  
 
Research suggests that relationships and regular interaction with other people have 
positive effects on health.  For example, individuals who experience stable and 
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varied networks lead happier lives compared to those who are more isolated or 
whose networks are uniform (Argyle 1987; Yen & Syme 1999).  It is also argued that 
people who have stable and varied social networks have stronger immune systems, 
suffer less from heart disease and recover more rapidly from emotional traumas (for 
example bereavement - see Pilisuk & Parks 1986).  Thus, it could be concluded that 
strong and heterogenous contacts have a positive influence on health.  However, 
others have argued that it is debatable what type of networks – strong or weak ties, 
homogenous or heterogeneous contacts- influence health (Cattell 2001).  Muntaner, 
Lynch and Davey-Smith (2000) argue that strong links between individuals can 
increase or decrease the risk of certain health outcomes.  For example, close 
connections among young children in a nursery may heighten the risk of otitis-media 
(inflammation of the middle ear).  In addition, strong friendship networks among 
peers may increase the risk of smoking or drinking.  Conversely, however, in another 
context such links may decrease the risk of suicide. 
 
Social networks and social capital were found to have a positive influence on 
improving the quality of life for some participants in Cattell’s (2001) research, by 
ameliorating the effects of poverty and deprivation on health.  As suggested by 
Cattell’s study, social networks and social capital produce different health-related 
outcomes, which might be explained by arguing that class structures are also 
reflected within networks.  For example, middle class people generally have wider, 
looser (Willmott 1987) and more resourceful social networks (Pearlin 1985), whereas 
working class people have fewer opportunities to broaden their networks.  In 
addition, it has been argued that personal networks are crucial factors concerning the 
sustainability and effectiveness of the community sector and community life.  For 
example, informal connections form a system of links and relationships, which 
promote and develop communication and cooperation (Gilchrist 2003a).  According 
to Granovetter (1973), informal connections or ‘weak ties’ provide a context in 
which information, support and resources are shared across organisational, 




This review indicated that the relationship between social capital and health remains 
conceptually problematic.  However, for the purposes of this research project, 
networks, an aspect of social capital, may be a helpful construct to consider whether 
HIIC participants contribute to a community capacity building (CCB) process after 
course completion.   
 
3.3. Conclusion 
Social capital is a concept found in a variety of academic disciplines.  It is an idea 
that represents for some a way of addressing some of the issues arising from social 
exclusion.  However, it is also an idea widely criticised both conceptually and in its 
application.  This review presented a brief consideration of the key researchers who 
popularised the theory of social capital.  It was proposed that social capital can be 
generated in closed or restrictive networks.  Correlating high levels of social capital 
to positive government and economic performance was problematic.  A ‘bottom-up’ 
approach - attributing levels of civic activity to institutional and economic 
performance- ignores the role of governments in influencing the social and political 
environment in which civic activity functions.  This review also considered the 
relationship between social capital and health.  It was shown that the links between 
social capital and health are inconclusive.  However, aspects of social capital, such as 
trust and social networks have been shown to impact on health outcomes.  Social 
networks may also be a useful concept to consider in relation to understanding how 
HIIC students apply their learning at a community or collective level.  In the 









4. Community capacity building- literature review 
 Analytical concepts are always contested and bear different meanings; it is 
 generally those with the interpretative power who are able to give them 
 content and who influence how they are applied ‘in the field’.  
(Molyneux 2002: 169) 
 
The aims of this chapter are to demonstrate why it is worthwhile to research the 
concept of community capacity building (CCB) and to establish a conceptual 
research model / tool of CCB.  The concept of CCB has become commonly used in a 
variety of arenas and is cited in official documents and policies, such as strategies 
devised to promote community economic development in deprived areas and 
overseas development through the strengthening of social organisation and 
institutional development (Banks & Shenton 2001; Eade 1997).  Guidelines have 
also been issued concerning how charitable organisations can obtain funding to 
support activities which aim to build capacity within communities (Charity 
Commission 2000).  In addition, the concept of CCB has gained a firm foothold in 
the health promotion literature for a number of years (Labonte & Laverack 2001b).   
 
In this review, I begin by discussing the concept of community and then demonstrate 
how CCB has been coupled to particular interpretations of community in various 
policy documents and government reports.  I then outline the origins of the concept 
of CCB by suggesting that it was rooted in the notion of community competence.  I 
then consider four articles that discuss different approaches to CCB.  In the 
remaining part of this chapter, I discuss how CCB has been conceptualised as a series 
of dimensions and finally, briefly consider some of the issues concerning the 





The concept of community is used in many different ways; for example, Hillery 
(1955) noted over ninety definitions of community.  Others have argued that the 
meaning of community is notoriously vague (Mayo 1994; Sihlongonyane 2001) and 
as Smith notes (1996: 250) community ‘can mean just what you want’.  Thus, 
defining community is problematic; however, attempts have been made to clarify its 
meaning.  
It has been argued that definitions of community refer to a number of elements, such 
as geographical, relational and interest (Taylor 2003).  For example, the geographical 
element of community defines community as a collective of people from a particular 
place (Eng & Parker 1994).  However, Glen (1993) argues that it is not always 
correct to ascribe community status to a group of people simply because they live in 
the same locality.  Confusing place and community is common, yet community may 
not be present in every place and can be nationalistic, reactionary and ignore other 
forms of community that are not based around place, such as travellers or diasporas 
(Brent 2004).   
Definitions of community can also refer to relational elements, which Brint (2001:8) 
views as ‘aggregates of people who share common activities and / or beliefs and who 
are bound together principally by relations of affect, loyalty, common values, and / 
or personal concern’.  Consequently, it has been suggested that increasingly the 
experience of community is more about the configuration and sorts of relations 
between people (Lyon 1989).  Smith (2001) suggests that community can be defined 
as an ‘interest’ and that features such as religious belief, sexual orientation, 
occupation, or ethnic origin, join interest community members together.  Community 
expressed in this way has presented conceptual space within which non-place forms 
of community can be understood (Hoggett 1997).   
It was suggested above that definitions of community refer to a number of elements.  
However, community has been conceptualised as a combination of these elements 
and other aspects.  For example, in a study concerning community nursing, 
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participants viewed community from a geographical, health and relational 
perspective.  St John (1998) used in-depth interviews to examine how community 
nurses (from three Australian states) conceptualised the term community.  It was 
found that the nurses’ descriptions of the communities where they practiced were 
based on a combination of different elements such as geographical area, the groups 
they were working with, and their particular health needs.  St John concluded that 
nursing practice should incorporate an active and sophisticated approach to 
understanding each specific community.  Another example of community from a 
health perspective concerned research examining the psychosocial needs of 
haemophiliacs infected with HIV/HCV (Hepatitis C virus), when community was 
understood in relation to notions of shared identity and issues of survivorship (Gregg 
2002).  
Having briefly outlined some conceptual definitions of community, it is worth 
considering how the term community is used, or invoked.  Glen (1993) suggests that 
assigning ‘community’ status to certain groups is a tendency among policy makers 
and social commentators.  In a recent article that discussed the usage of the term 
community within New Labour’s community cohesion discourse, which is the 
framework governing race relations policy, it was suggested that the application of 
‘community’ can be seen as a substitute for using racialized language, whereby 
practitioners and politicians avoid ‘naming’ to which communities they are referring  
(Worley 2005). 
Others have argued that assigning the term ‘community’ to a group to legitimate a 
political programme or to support a plan of action does not create communities 
(Ramphele & Thornton 1988).  Although I would suggest that this may depend on 
whether or not the ‘nominal’ community has the power to resist or challenge this 
externally applied label.  Mackey (1997) argues that within a political context, 
notions such as community are distorted to support particular agendas.  
Consequently, ideas of ‘identity’ and ‘belonging’ are constructed through policies.  
For example, the South African apartheid government perniciously used the term 
‘community’ in its policies promoting separate development and official categories, 
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such as ‘White community’, ‘Coloured community’ and ‘Black community’ were 
used interchangeably with race, ethnic group and nation (Sihlongonyane 2001).  
Thus, ‘community’ categories reinforced difference and hence contributed to the 
underpinning of apartheid policies (see for example Bantu Education Act No 47 
1953, Reservation of Separate Amenities Act No 49 1953) 
Taylor (2003) citing Glen (1993) and Purdue et al. (2000) suggests three ways in 
which the concept of community is used: descriptive, normative and instrumental.  
Descriptive uses of community refer to a group of people who have something in 
common, for example age, gender or ethnic origin, or who interact with one another 
on a regular basis.  However, Taylor argues that the presence of common attributes 
does not necessarily correlate with a shared community identity and people who 
share a common interest are perhaps more likely to describe themselves as a 
community.  As already noted examples of common interests are thought to include 
cultural heritage (in faith communities), social networks (from kinship), economic 
interests (service providers, traders) or shared experiences of power; either those 
exercising power (elites) or those vulnerable to abuses of power (refugees and 
asylum seekers).   
Normative uses of community refer to assumptions about how people should live 
(Taylor 2003).  However, as Taylor suggests, these presumptions may not 
correspond to how people actually live their lives.  One of the main elements in this 
conceptualisation is a contrast between community and the impersonality of mass 
society and the state.  For some, community represents a way of meeting basic 
human needs such as a sense of belonging and security (Nisbet 1960).  Nisbet 
suggests community is an intermediate level of society between the individual and 
the state. Community can therefore act as a force to disperse power from the state 
and is a more responsive way to meet welfare needs.   
Instrumental uses of community occur by confusing descriptive and normative 
definitions of community.  For example, it has been suggested that politicians and 
policy makers can inappropriately assume that common location or shared interests 
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imply ‘social and moral coherence, a sense of security, and mutual trust’ (Taylor 
2003: 38).  In addition, it is sometimes taken for granted that community can be 
transformed into agency.  In other words, there is an assumption that community 
members will start looking after one another, participate in communal activities and 
work collectively to alter their circumstances.  An example of this was reflected in a 
recent article that highlighted the anticipated calls for the Muslim community to 
‘exorcise the terrorism in our midst’.  It was argued that such a plea reflects 
misguided assumptions that firstly, a wider homogeneous Muslim community exists 
in the UK and secondly, that such a community could indeed prevent violent acts 
(Preston 2005).  In responding to Tony Blair’s comments, just after the London 
bombings on the 7
th
 July 2005,  ‘[i]n the end, this can only be taken on and defeated 
by the community itself’ (BBC 2006), it was argued that ‘[b]y putting the onus on 
Muslims to defeat terror, the prime minister absolves himself of responsibility’ 
(Saeed 2005). 
Taylor also argues that confusing descriptive and normative conceptualisations of 
community occurs in relation to policies and services.  In this way, the term 
community is used to portray the site or specific services or their position to the 
public.  For example, attaching the prefix community to a service might infer the 
following (Taylor, Barr, & West 2000): 
 -  Contact with the public; a way of describing front-line staff 
 -  Support; giving funding and resources to organisations in the community 
 -  Location; situating a service in a neighbourhood, briefing staff to practice 
 in a particular area. 
 -  Consultation; asking people and organisations within a community 
(As cited in Taylor 2003: 38) 
 
Community used in the above manner may simply be a descriptive term, however, it 
might also highlight a way of working, which promotes the belief that delivering 




Levitas (2000) is critical of the way in which the concept of community is interpreted 
in contemporary political discourse, and has written about how the term is used by 
New Labour.  Levitas suggests that the concept is used with different meanings or 
‘promiscuous flexibility’ (Levitas 2000: 191).  Different forms of geographical 
community, for example the term ‘local community’, have also been used to signify 
the wider constituencies of local government, or the ‘world community’ as a 
substitute for ‘society’.  The use of the concept of community in political discourse is 
explored in more detail when the development of current interest in community 
capacity building is examined on pages 61-65.   
In summary, there are many different definitions of community and it has been 
conceptualised, for example, in terms of geographical location, interest and 
relational.  Using these elements to understand the concept of community can be 
problematic and other studies have indicated that community can be understood 
using a combination of elements.  In addition, three uses of the term community can 
be identified: descriptive, normative and instrumental.  It was shown that the precise 
meaning of community when used in political discourse can be difficult to identify.  
The next section introduces the idea of community capacity building and 
demonstrates how it can be linked to community in a policy context. 
 
4.2.  Community capacity building 
New Labour, elected into power in 1997, has notably accentuated the idea of 
community, demonstrated by its adoption as one of the central concepts in the new 
ideology of the party (Fremeaux 2005; Muir 2004).  Hence, many government 
initiatives stipulate community involvement in decision-making processes, and in the 
design and delivery of services and local development plans (Gilchrist 2003b; Muir 
2004).  For example, the ‘inclusive communities’ Action Team was charged to 
examine a number of issues including ways to devolve decision-making and broaden 
community participation, and to build community capacity.  In their subsequent 
report, the following justification for involving communities was made: 
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 COSLA*, SOLACE** and NHS Health Scotland will by July 2003 have 
 begun a programme of work to achieve the following: 
 
- within the context of Community Planning Partnerships support for the 
development of capacity and ways to promote community involvement 
and empowerment to deliver health improvement. 
- specific support for the public/communities who are involved in CPP to 
articulate their needs to improve the delivery of services. 
Inclusive Communities – Report of the Strategy Action Team 
(SAT 1999:26) 
 
(* COSLA – Convention of Scottish Local Authorities) 
(** SOLACE- Society of Local Authority Chief Executives and Senior Managers) 
 
In addition, following up features from an earlier report, Social justice…a Scotland 
where everyone matters (Scottish Executive 1999a) a social justice action note 
entitled Empowering communities was published and stated:    
 We are committed to tackling poverty and injustice by helping people help 
 themselves.  We can help achieve our aim for communities by developing 
 capacity at community level.  By: 
 
- empowering communities to make decisions and influence others 
- building skills and confidence 
- providing the right services and products 
- preventing a growing digital divide 
    
Social justice action note: June 2000 
      (Scottish Executive 2000) 
 
As Gilchrist (2003b) notes, it is recognised, however, that for such initiatives to have 
a meaningful effect, communities must have a significant role in identifying 
problems and suggesting solutions to address these concerns.  To support these and 
other similar initiatives, resources have been allocated to fund community capacity 
building.  However, Gilchrist raises a number of issues concerning this community 
capacity building approach.  First, although there has been an emphasis on training 
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and supporting members of the community, the establishment of systems to facilitate 
not only individuals in leadership positions, but also to ensure that they are 
accountable to the wider community, have often been neglected.  Second, there is an 
assumption that the procedures and organisational culture within local authorities are 
positive environments in which to manage partnership arrangements.  However, 
other research has suggested that community representatives have felt estranged and 
hindered by the formal settings and protocols that they encountered at partnership 
meetings (Craig & Taylor 2002; Geddes 1998).        
  
Interest in CCB at a policy level can be understood by examining how political 
power is exercised using the ideas of ‘biopolitics’ and ‘ethopolitics’.  Foucault 
(1997) applied the term biopolitics to describe a change in how power was exercised 
during the 18
th
 century.  Prior to this shift, power was broadly focussed on defending 
territory; however, biopolitics refers to an emphasis towards populations.  In other 
words, politics began to engage with the essential processes of human life, such as 
the size and nature of a population, health and illness, and birth and mortality (Rose 
2001).  Thus, the power of the state became mobilised to maximise the wealth and 
health of the population, although this presented new challenges.  As Walters (2002: 
390) citing Foucault (1997: 73) states,     
 [a]s a population, humans are governed not as a mere aggregate of 
 individuals, but as a group of living beings which present to political 
 authority all the problems of sanitation, birth-rate, longevity, race, heredity, 
 etc. 
 
Ethopolitics, according to Rose (2001: 18), refers to the means by which the nature 
of human existence, such as ‘the sentiments, moral nature or guiding beliefs’ of 
individuals, groups or institutions, have become the ‘medium’ within which the ‘self-
government of the autonomous individual’ can be joined to the ‘imperatives  of good 
government’.  Hence, ethopolitics is concerned with the less substantial aspects of 
social life, such as degrees of trust within a society, the extent of a sense of 
community and levels of voluntary efforts (Walters 2002).  Therefore, ‘[i]mproving 
our communities is the path to reducing crime, improving job opportunities, or 
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making representative government more effective’ (Walters 2002: 390).  Such 
sentiments have been reflected in policy documents:  
 Why communities? 
- They have direct perspectives on issues facing them 
- Community involvement helps deliver programmes which more 
accurately meet their needs 
- Resulting projects are more acceptable to the community with 
improvements lasting longer because communities own them 
- Builds community organisational skills, making it easier to develop 
strong successor skills 
- Successful community involvement helps to revitalise democracy’ 
 
Inclusive communities – report of the Strategy Action Team 1 (SAT 1999)  
It has been argued that within an ethopolitical context communities have become the 
site of new strategies ‘for the government of others and techniques for the 
government of the self’ (Rose 1996: 331).  For some the development of community 
involvement cannot be entirely explained as an outcome of ‘privatisation’ or market 
reforms introduced to the public sector (Marinetto 2003); rather community has 
become a ‘new specialization’ of government (Rose 1996).  As a result, the concept 
of community has become incorporated into professional programmes.  For example, 
Improving health in  Scotland- the challenge (Scottish Executive 2003) presents a 
framework to achieve a faster rate of health improvement and suggests that 
communities represent a location for health improvement initiatives: 
 The communities we live in can have a considerable influence on our 
 health…Our approach will build on work already initiated that: 
 
- seeks to encourage, support and enable individuals and communities to 
take shared responsibility for their own health and to work together to 
bring about improvements.  Programmes such as Health Issues in the 
Community are key to empowering the public and enabling people to 
become more involved in community issues. 
 
- seeks to support action to address poverty, lack of physical activity and 
leisure facilities, poor housing and other factors that contribute to 
inequality. 
Improving health in Scotland- the challenge  
(Scottish Executive 2003: 25) 
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The community becomes the focus for tackling established social problems, where 
the abilities and resources of communities are used by policy programmes through 
emphasising responsible self-help (Rose 1999), for example: 
 NHS Health Scotland, local authorities, working with a wide range of groups 
 including CHEX and the Community Diet Project, should identify and pursue 
 action to enable communities to identify, learn, develop and implement health 
 improvement issues that are important to communities. 
Improving health in Scotland- the challenge   
(Scottish Executive 2003: 27) 
In 1999, the Scottish Executive published a report about social justice and presented 
a political vision to address poverty and to promote social inclusion.  This report also 
included a series of targets to measure the progress towards achieving a fairer society 
in Scotland and stated regarding the role of communities in this process, 
  The strength and wellbeing of communities and neighbourhoods is vital 
 because this is where we live together.  And it is how we live together can 
 make or break a community… 
 
 Scotland has some of the most disadvantaged communities in the UK.  And it 
 is not restricted to our urban areas.  Our rural communities also face many 
 obstacles because of isolation, lack of opportunities or difficulty in accessing 
 the opportunities that are available.  We will tackle the problems in the worst 
 of these areas and prevent others from becoming disadvantaged.  We will do 
 this through an integrated approach to strategic planning, involving 
 communities in the renewal of their own neighbourhoods and by making 
 sure these communities can influence what happens in their own area.  We 
 will make sure services, including health and community care, are organised 
 around the needs of the individuals and communities rather than the benefit 
 of the agencies which deliver those services. 
Social justice – a Scotland where everyone matters  
(Scottish Executive 1999a: 16) 
 
As previously stated, Levitas (2000) critiques how the concept of community is often 
applied in contemporary political discourse and highlighted three important 
concerns.  First, there is a commonly stated expectation that groups of people, who 
are often inadequately resourced, should organise themselves and take collective 
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action to improve their circumstances.  Second, the emphasis on local collective 
action relies overwhelmingly on unpaid work, which on the one hand, can be seen as 
promoting participation by local people and local organisations in providing their 
own services.  However, on the other hand, increasing reliance on voluntary 
associations rather than local government may diminish accountability and transfer 
the costs of service provision onto individuals through their unpaid work.  Third, as 
previously noted the conceptualisation of community in current political thinking can 
be contradictory and problematic.  Levitas concludes that this raises a number of 
questions, such as ‘Who has the power to define and represent community?’, ‘What 
is the response to groups of people who through their collective action challenge 
current political thinking?’ and ‘Who defines community capacity – capacity to do 
what, on whose behalf and in whose interests?’  In the following sections, the origins 
of the concept of CCB are outlined and its definitions are discussed.  
  
4.3. Origins and definitions of community capacity building 
It has been argued that the origins of the concept of CCB has its roots within 
community psychology (Hawe 1994).  In 1966, a group of American psychologists 
severed its connection with the American Psychological Association, arguing that 
communities have the potential or capacity to address their own problems.  In so 
doing, this ‘break-away group’ challenged the idea that practitioners and 
programmes should focus on what was lacking in a community and for example 
viewed health professionals not as experts but as resources.  These arguments were 
developed into the concept of community competence (see Cottrell 1976), which 
reflects some of the basic tenets of CCB.  According to Iscoe (1974), the 
development of a competent community involves the provision and utilisation of 
resources in a geographical or psychological community, so that the community 
members can make reasoned decisions about the issues confronting them.  Having 




Despite the concept of CCB being cited in research literature, it is often inadequately 
defined (Hawe et al. 1998; Smith, Baugh-Littlejohns, & Thompson 2001).  For 
example, a recent synthesis paper concerning community capacity reported that after 
examining sixty-five documents it was found that half did not provide a definition of 
community capacity (Kwan et al. 2003).  However, other academics have offered 
definitions that appear to be broadly similar, for example, 
 Community capacity is the interaction of human capital, organisational 
 resources, and social capital existing within a given community that can be 
 leveraged to solve collective problems and improve or maintain the well-
 being of a given community.  It may operate through informal social 
 processes and / or organized effort. 
(Chaskin 2001: 295) 
 
 Community capacity building…describes a more generic increase in 
 community groups’ abilities to define, assess, analyze and act on health (or 
 any other) concerns of importance to their members. 




 Community capacity is ‘the characteristics of communities that affect their 
 ability to identify, mobilize, and address social and public health problems’. 
(Goodman et al. 1998: 259) 
 
However, when CCB is poorly defined it has been suggested that this perhaps 
reflects the confusion about whether community capacity building can be viewed as 
a distinctive process or whether it is simply community development by another 
name (Gibbon, Labonte, & Laverack 2002; Schuftan 1996).  Community 
development is a concept with a number of definitions.  For the purposes of this 
review, community development is defined as a process that ensures local people are 
included in defining and acting on issues that impact on their lives.  In addition, the 
processes of community development should also involve those who are usually 
excluded from the decision-making mechanisms and as well as seeking to challenge 
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discrimination and inequality (Association of Community Workers as cited in Health 
Education Board for Scotland 2002a: 101).  
A study that attempted to clarify the distinction between community capacity 
building and other approaches to community development was based on research 
conducted in the David Thompson Health Region, Canada.  CCB was defined as the 
extent to which a community can generate, implement and sustain actions for 
strengthening community health (Smith, Baugh-Littlejohns, & Thompson 2001).  In 
their analysis, the authors introduced the concept of community mobilisation, which 
in a health context involves communities being stimulated and persuaded by health 
professionals to achieve a desired social or behavioural change, whereas  CCB 
relates to community members initiating collective action independently (CWHPIN 
1998).  In the next section, four studies that have attempted to conceptualise 
approaches to CCB are outlined.  
 
4.4. Approaches to community capacity building 
The four articles in this section refer to different approaches to community capacity 
building.  The first study written by an Australian and a Canadian (Labonte & 
Laverack 2001b) , referred to a model of empowerment, developed from one of the 
authors’ previous research (Laverack 1999), and discussed community capacity in 
terms of a ‘parallel-track’.  In this context, community capacity is viewed both as an 
aim and as a health enhancing process, alongside health promotion programmes.  
The authors defined community capacity building as increasing community groups’ 
abilities to define, assess, understand and act on the health concerns of their members 
(Labonte & Laverack 2001b: 114).  In retaining an emphasis on community capacity 
building as an end in itself, the authors are incorporating the empowerment values 
attached to a broadly developmental approach to community capacity building that is 





The second study, based in Australia by Crisp, Swerissen and Duckett (2000), 
reviewed the existing literature about capacity building and health and drew attention 
to some of the implications for funding bodies.  The authors identify four distinct 
approaches to capacity building: bottom-up organisational, top-down organisational, 
partnerships and community organising (Crisp, Swerissen, & Duckett 2000).    
 
A bottom-up organisational approach involves the development of skills that benefit 
the individual, the organisation and the wider community.  The focus of this 
approach is the training of members of a health-related organisation.  It is proposed 
that rather than sending staff on external training courses, a more effective way of 
building capacity is for an organisation to adopt an ethos of continuous learning and 
improvement.  In this context, it is assumed that members of staff will be motivated 
to become more reflective about their professional practice (individually and 
collectively), with the aim of making health programmes more sensitive to the needs 
of the community (Hall & Best 1997).       
 
A top-down organisational approach recognises the importance of organisational 
capacity and the primary concern, in this context, is the infrastructure of an 
organisation.  Within this approach, building capacity is achieved through 
restructuring the organisation.  For example, according to Bainson (1994) the Ghana 
Leprosy Service (GLS) devolved the function of planning and implementation of 
programs from a single central agency to a regional and district level.  It was found 
that GLS became more responsive and effective to address local needs and health 
issues.   
 
A partnership approach to capacity building occurs through promoting an 
environment where knowledge and information can be exchanged.  For example, it 
was reported by Vicary et al. (1996) that fifty-six agencies in rural Pennsylvania 
formed a coalition concerned with addressing the health needs of women and their 
families.  Representatives from each agency met on a regular basis and an increase in 
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the interactions with other agencies was reported by 83% of the members of the 
coalition.  In addition, a majority of the representatives (87%) reported that their 
involvement with the coalition had resulted in new inter-agency collaborations 
(Vicary et al. 1996).   
 
The final approach noted by Crisp, Swerissen and Duckett (2000), one that is 
particularly relevant to this thesis, is community organising, which involves working 
with excluded members of a community to address health issues.  Capacity building, 
in this context, aims to transform individuals from passive welfare recipients to 
active participants in a process of community change (Finn & Checkoway 1998).  It 
has been proposed that a community organising approach to capacity building would 
be more effective in communities that have existing resources, such as health or 
welfare professionals who become involved with health promotion (Goodman et al. 
1993).  However, this approach to capacity building can lead to a community’s 
expectations being raised to an unrealistic level.  For example, the Prevention of 
Maternal Mortality Network (PMM) facilitated a program of community mobilising 
and health education in West Africa.  The demand for obstetric care was high and 
beyond the capacity of existing facilities; consequently, community members 
became discouraged and the use of health facilities decreased below pre-intervention 
levels (Kamara 1997).  
 
In the third study Hawe et al. (1998) conducted six focus groups to explore 
Australian health promotion workers’ understanding of capacity building; some of 
the main findings were as follows.  First, CCB was conceptualised as one of five 
levels or aspects of capacity building.  The other levels were individual, within health 
care teams, within health organisations and across organisations.  Second, there was 
agreement concerning the need to make sense of the term capacity building.  Third, 
the practitioners referred to working without explicit recognition or working 
‘invisibly’.  A number of factors were identified which contributed to working 
‘invisibly’, including a lack of clarity around the meaning of capacity building and 
misunderstandings regarding the work done by health promoters.  Fourth, a number 
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of positive outcomes of capacity building were reported, such as gaining skills in 
health promotion, building confidence and knowledge in health promotion, adopting 
health promotion values at an organisational level (for example, in policy 
documents), or if groups initiated health promoting activities independently.   
 
The issue of ‘invisibility’ was one of the main themes from Hawe et al.’s analysis 
and they suggest that capacity building went unnoticed in two ways.  First, from 
funding bodies and administrators because the official aims of most health promotion 
programs are national priority areas.  Thus, work that engaged with health issues 
outside the national priority areas could remain unnoticed by funders or 
administrators.  In addition, legitimate health promoting activities were considered 
(by policy/decision makers) to be those designed specifically to address ‘risk factor 
change’ among population groups.  Second, in a professional environment where 
encouraging health promotion was deemed unwelcome, such as persuading clinicians 
to undertake health promotion, capacity building was hidden from ‘receivers and 
partners’ to make it more effective (Hawe et al. 1998).   Despite the hidden nature of 
capacity building, the researchers found that health promoters supported efforts to 
make capacity building more visible and open to scrutiny. 
 
The fourth study suggests that developmental and strategic approaches to CCB can 
be identified.  Using interviews, focus groups and observational methods, Banks & 
Shenton (2001) examined the role of two Groundwork Trusts, (independent 
organisations that work alongside local communities which aim to improve 
environmental conditions) in South Yorkshire and County Durham, UK.  Banks and 
Shenton suggest that a developmental approach to CCB includes any process that 
results in community members working collectively to achieve social change; this is 
seen as being equivalent to community development.  For example, a capacity 
building worker reported that CCB was a ‘process of empowering local people to 
identify what they want and need.  And also involving them in the political process’ 
(Banks & Shenton 2001: 289).  This description of CCB is similar to definitions of 
community development.  For example, ‘[t]he community development process 
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works with communities to analyse, initiate and influence social change’ and is about 
‘building active and sustainable communities’ and ‘changing power structures to 
remove the barriers that prevent people for participating issues that affect their lives’ 
(Standing Conference for Community Development 2001: 5).   
 
Banks and Shenton refer to community work in Craghead, County Durham as an 
example of a developmental approach to CCB.  A community partnership was 
formed, supported by Groundwork West Durham.  The partnership became a self-
sufficient group and in 2000-2001 employed a CCB worker.  The researchers argued 
that capacity building in Craghead could be seen as part of an ongoing community 
development process.  In addition, capacity building in this area did not follow an 
explicit, strategic, or focussed approach.  However, despite this the partnership 
developed and used its links with Groundwork positively.  The researchers contrast 
the CCB developmental approach in Craghead with a strategic approach used in 
Bolton-on-Dearne.       
 
A strategic approach involves a more targeted sense of CCB and may be part of, but 
not equivalent to, a wider community development process.  For example, according 
to the European Social Fund Voluntary Organisations Network (as quoted in VSTU 
1998) capacity building is not a synonym for community development, rather it is in 
addition to it.  In this context, its purpose is to develop skills and structures in a 
community to enable people to initiate and participate in community development.  
Banks & Shenton (2001) argue that CCB as a strategic approach is distinct from 
community development for two reasons.  First, ‘strategic’ community capacity 
building is described as a way in which groups can achieve certain objectives.  
Second, it is overtly rational and systematic, compared to the informal and open 
nature of community development.      
 
Banks and Shenton describe community work in Bolton-on-Dearne to illustrate a 
strategic approach to community capacity building.  Following pit closures, 
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Groundwork Dearne Valley (GDV) an organisation concerned with regeneration was 
established in 1995, and part of their strategy was community capacity building.  
This involved identifying local needs, involving local people, securing funding and 
implementing plans and giving local people permanent roles through training and 
skill development.  The researchers interviewed Groundwork training officers who 
reported that although the scheme had been running for five years, a lot of support 
was still being given by Groundwork.  Despite the slow progression towards 
independence and self-sufficiency, a number of positive outcomes could be seen.  
For example, Banks and Shenton identified the establishment of new community 
groups and the involvement of a number of local people in the planning and 
implementation of work.    
 
As noted, Banks and Shenton identified two approaches to CCB:  developmental and 
strategic.  They argue that as community projects may straddle developmental and 
strategic approaches, it is useful to locate capacity building on a 
strategic/developmental continuum.  They conclude that CCB comfortably embraces 
some interpretations of communitarianism, ‘Third Way’ politics, and a growing 
interest in citizen participation and responsibilities (Etzioni 1995); (Giddens 1998); 
(Tam 1998); (Roger 2000), concepts which are outlined below. 
 
It is possible to see a relationship between CCB and certain interpretations of 
communitarianism (Diamond 2004; Levitas 2000).  Communitarian perspectives 
support the promotion of strong communities to address social problems (Taylor 
2003).  This perspective balances between the individualism of the market, with its 
negative effects on community life, and dependency on the state (Tam 1998).  
Broadly, communitarianism is characterised by placing an emphasis on moral norms 
and obligations and on responsibilities and rights within the family and the 
community.  In this sense communitarianism presents ‘a political vocabulary which 
eschews market individualism, but not capitalism; and which embraces collective 
action, but not class or the state’ (Driver & Martell 1997: 33).  Within this 
perspective the state’s role is to facilitate a burgeoning community life (Calder 2003) 
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and where community, ‘refers to [the] practical means of furthering the social and 
material refurbishment of neighbourhoods, towns and larger areas’ (Giddens 1998: 
79), an idea which can be seen in the policy documents highlighted above (see 61-
65).  Thus, the idea of CCB with its emphasis on developing a community’s ability to 
identify and address issues is compatible with the aforementioned communitarian 
ethos.    
               
‘Third Way’ is a relatively recent perspective although agreement about what it 
means has yet to be established (Driver & Martell 2000; Halpern & Mikosz 1998).  
For some Third Way thinking is a ‘pragmatic and eclectic loosely based approach to 
the social, political and economic context of the late twentieth and early twenty-first 
century’ (Popple & Redmond 2000: 393).  One of the leading academics expounding 
Third Way theory is Anthony Giddens (1998; 2000) who argued that the concept 
expresses what others refer to as ‘the modernising left’ or ‘modernising social 
democracy’ (Giddens 2000) and represents a way of articulating the response to 
changes brought about by the ‘twin revolutions’ of globalisation and the knowledge 
economy.  It is suggested that this change is characterised by a shift from 
manufacturing production to information technology, and a declining role of class 
politics but the expansion of consumerist values. 
 
According to Giddens’ theory, there are three domains of particular interest: 
government, the market and civil society.  In his analysis, Giddens argues that the 
relationship between these domains is fractured, but can be reconnected by a ‘new 
social contract’, which refers to the rights and responsibilities of citizens.  According 
to Giddens the state’s role is to intervene in the market and civil society in a 
regulatory context and provide the resources for citizens to assume responsibility for 
the consequences of their actions.  In addition, strengthening civil society is a 
necessity for effective democratic government and for an efficient market system 




Citizen participation is an important idea that informs New Labour’s social policy 
and is understood as ‘the engaging of individuals and groups in the renewal and 
strengthening of their own communities’ (Demos 2003: 9).  For example, according 
to the National Neighbourhood Renewal Strategy (Neighbourhood Renewal Unit 
2002) launched in 2001, the primary objective of participation is to ensure that local 
residents and community groups have a central role in improving their 
neighbourhoods.   
 
Stoker and Bottom (2003) argued that it is possible to distinguish between policies 
that are informed by an assumption that people are largely responsible for problems 
within their own community and those policies which view these problems as 
originating from the inequalities and power divisions within capitalist societies.  In 
other words, problems in communities are explained either by the inadequacies of 
community members or by the structures in society.  For those that constructed the 
locus of the problem at an individual level, the solution was to instigate focussed 
development on ‘problematic’ individuals, partially to encourage compliance to the 
moral standards of the rest of society and to reverse their addiction to a dependency 
culture.  Conversely, those with a structural perspective favour confrontation and 
community protest and encourage the powerless to challenge those in power.   
 
However, Stoker and Bottom (2003: 6) argued that as the debate developed the two 
positions outlined above were largely avoided and instead a ‘system level 
explanation and solution’ was offered.  In this sense, community capacity building 
policies can be viewed as attempting to take a middle way so that blame is neither 
allocated to the individual nor to social structures.  Instead, the emphasis is on 
systems of relationships and institutions that influence how communities function.  
Such policies are considered reformist in nature and any changes that occur are 
within the boundaries of a market economy with a commitment to liberal democracy.  
It is within this broader social context that concepts such as social capital and 




In summary, it was suggested above that the origins of the concept of CCB can be 
traced to the idea of community competence.  A literature review illustrated that 
studies often omitted to define CCB.  However, the three definitions highlighted in 
this chapter were considered to be broadly similar.  Different approaches to CCB 
were discussed and it was suggested that CCB complements aspects of contemporary 
political discourse.  Exploring the concept of CCB may help to develop 
understanding of how communities address health and social concerns.  However, it 
remains to be seen whether the concept of CCB will follow that of social capital, 
which according to Grix (2001b) has suffered from becoming a global phrase that 
has become difficult to define in a meaningful way.  
 
4.5. Dimensions of community capacity building 
Having discussed some definitions of CCB it is worth at this point to consider 
characteristics or dimensions of community capacity building.  Labonte & Laverack 
(2001a) argued that there is a broad agreement concerning the dimensions of 
community capacity.  However, this view is questionable when considering the 
literature relating to CCB dimensions (see Kwan et al. 2003 for a systematic review), 
which indicates that there is significant variation in dimensions identified. 
 
Previous attempts to conceptualise CCB have involved identifying characteristics or 
qualities of a ‘capable community’ (Labonte & Laverack 2001b).  Labonte & 
Laverack referred to a number of other studies (for example, Bopp et al. 1999; 
Goodman et al. 1998; Jackson et al. 1999a; Jackson et al. 1999b; Laverack 1999), 
which have attempted to classify the characteristics of CCB.  However, for the 
purposes of this review, the work of  Chaskin (2001), Goodman et al. (1998), 
Labonte & Laverack (2001a; 2001b) and the Scottish Community Development 
Centre (Scottish Community Development Centre 2003) will be considered. 
In a US study Chaskin (2001) reviewed existing CCB literature; interviewed  policy 
makers, community workers and academics; analysed data from an ongoing case 
study of community schemes in four North American neighbourhoods 
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(Neighbourhood and Family Initiative); and devised a contextual model to 
understand community capacity.  Chaskin’s model incorporates six dimensions 
(shown here in italics).  Three of the dimensions relate to community capacity in 
itself; for example, its fundamental characteristics, levels of social agency in which 
capacity is located and through which it may be undertaken and increased, and its 
functions.  The fourth dimension concerns the strategies, which seek to increase 
community capacity.  The fifth dimension focuses on the conditional influences that 
hinder or promote capacity and the final dimension relates to the community-level 
outcomes resulting from community capacity building initiatives.  In the article, 
Chaskin explains each of the six dimensions in detail; however, for the purposes of 
this section, which is concerned with the aspects of CCB, the first dimension- 
fundamental characteristics of community capacity is the most relevant.  According 
to Chaskin, community capacity has four fundamental characteristics: a sense of 
community, a level of commitment among community members, the ability to solve 
problems and access to resources.            
 
Goodman et al. (1998), as cited in Hawe et al. (1999), conducted a study 
commissioned by the Centres for Disease Control in the USA to construct a 
consensus concerning the components of community capacity.  They identified ten 
components or dimensions of community capacity: social networks and inter-
organisational relationships, community resources, sense of community, 
understanding of community history, citizen participation, community leadership, 
skills, community values, critical reflexivity and community power.  However, I 
would suggest that these dimensions reflect, in part, features that might characterise 
an established and identifiable community.  These features might not apply in the 
context of this study, as HIIC students may come from differing communities or may 
not identify with any notion of community.   
 
Labonte & Laverack (2001a; 2001b) drew from Laverack’s (1999) research on 
community empowerment and identified nine domains or dimensions of community 
capacity: participation, leadership, organisational structures, problem assessment, 
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resource mobilisation, ‘asking why?’, links with others, role of outside agents and 
program management.  Writing from a health promotion perspective, Labonte & 
Laverack viewed the processes of CCB as health enhancing and gave a brief 
explanation of how each of the aforementioned dimensions might promote health, as 
summarised below.    
 
Participation is the basis of CCB and promotes health in a number of ways.  First, 
increasing social networks and support improves self-social esteem and decreases 
isolation.  Second, increased participation in local political / decision-making 
structures may improve the general quality of life within a community through better 
forms of governance.  The health promoting benefits of leadership are not 
immediately clear, according to Labonte and Laverack, although they suggest that 
leaders may gain materially and psychologically from the experience.  In addition, a 
community without leadership may not be equipped to mobilise resources or 
influence health-related policies or debates. 
 
Organisational structures can be unhealthy or healthy for their members.  For 
example, an unhealthy organisational structure might be characterised by inadequate 
management of conflicts or by cliques developing.  Ineffective organisational 
structures will also be generally less well equipped to mobilise resources, provide 
social support, develop networks or influence health-related decisions / policies.  
Problem assessment can facilitate communities to develop ideas of self-
determination and power and a CCB approach maintains that communities should 
identify issues and the means to address their concerns, and take collective action to 
resolve them.  ‘Asking why?’ implies that a community can engage critically with 
issues concerning social, political and economic inequalities.  According to Labonte 
and Laverack both problem assessment and ‘asking why?’ are broadly associated 
with learning and education, which promote more general health benefits.  For 
example, people with a higher education can improve their health by being more 
materially secure, by adopting healthier lifestyle behaviours and by developing self-
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social esteem.  In addition, critical learning, a feature of informal education,
2
 can also 
be health enhancing through addressing ‘learned helplessness’, a concept which 
relates to how individuals internalise objective conditions of relative powerlessness 
as inherent, and so reduce their power to act (Seligman 1975; 1990).    
 
Labonte and Laverack argued that resource mobilisation and health is linked in 
several ways.  For example, external resources may decrease poverty and generate 
local employment and using internal resources may promote the self / social-esteem 
of community members.  Health promotion programmes can also be seen as a form 
of wealth distribution, as the programme represents a service or resource which 
community members are not charged for.  Links with others refers to social networks 
and it is suggested that health expectancy is positively associated with relatively 
large and dense social networks (Kawachi 2001).  Labonte and Laverack proposed 
that the role of outside agents is an important link between the community and 
external resources.  Program management may improve health through increasing 
people’s sense of control over their living environment.            
 
The Scottish Community Development Centre (SCDC), the national development 
centre for community development in Scotland, based on a partnership between the 
Community Development Foundation (a UK non-departmental public body funded 
by government to promote community development) and the University of Glasgow, 
published details about building community capacity within the LEAP programme.  
LEAP (Learning, Evaluation And Planning) was described as a method for 
integrating planning and evaluation for community learning, community health, 
volunteering and other community activities (Scottish Community Development 
Centre 2003).  According to SCDC, building community capacity is one of the core 
purposes of community learning and community development.  SCDC suggest that 
community capacity is achieved by working with communities to plan and address 
                                                 
2
 Informal education has been described as the learning that occurs in everyday life and operates 




their needs, supporting the development of skills and confidence of activists and 
organisations, promoting broad based participation in community affairs, assisting 
communities to exercise power and influence, and assisting communities to provide 
or manage services.  
 
4.6. Conceptualising CCB for the purposes of this research study 
As shown in the four examples above, a variety of dimensions have been identified 
in attempts to conceptualise CCB.  Some authors have commented on this process; 
for example, Baker & Teaser-Polk (1998) called for a flexible approach when 
exploring CCB and argued that some dimensions will have different meanings for 
particular communities and the various levels within communities.  For example, 
community members might understand participation or resource mobilisation 
differently to those ‘outside’ the community, such as policy makers or researchers.  
In addition, Eng & Parker (1994) warned against simply copying dimensions from 
other research and, whilst researching community competence, used qualitative 
methods to ensure their dimensions were valid, robust and culturally relevant.  
However, the focus of this thesis was not to establish the dimensions of CCB; rather 
it was to explore the concept in relation to HIIC.  Thus, I considered that engaging 
with pre-defined dimensions from the literature was an appropriate approach and the 
process of finalising the dimensions adopted for this study is described below.        
 
Some dimensions of CCB may not be suitable to use in an interview context.  For 
example, asking participants to discuss dimensions such as an understanding of 
community history (Goodman et al. 1998) or community leadership (Goodman et al. 
1998; Labonte & Laverack 2001b) may require them to have a certain degree of 
knowledge about their community.  In addition, other dimensions are complex and 
difficult to define, such as community power (Goodman et al. 1998) or assisting 
communities to exercise power (Scottish Community Development Centre 2003).  
Dimensions such as programme management (Labonte & Laverack 2001b) also 
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imply certain assumptions regarding a community’s existing infrastructure, i.e. that 
programmes are in place.    
  
After considering the aim of this project and the research questions (see Chapter 5) in 
relation to the models of CCB found in the literature and in light of the issues raised 
above, I concluded that the work of Labonte & Laverack (2001a; 2001b) provided 
the most  useful basis from which to construct a research model of CCB.  The 
proposed research sample population for this study (see Chapter 6) was drawn from 
HIIC courses that were facilitated in different geographical areas in Scotland, with 
students from different backgrounds, each potentially with a different understanding 
of which community they identified with.  Thus, it was decided that the most 
relevant dimensions for this research project were: participation, resource 
mobilisation, links with others and role of outside agents.  The rationale for selecting 
these dimensions was firstly, to avoid using terms that might require participants to 
have an ‘expert’ knowledge of their community, and secondly, to use concepts that 
could be applied in different community contexts or settings.   
 
To conclude, from reviewing the literature it appears that a broad consensus 
concerning the dimensions of CCB has yet to be reached, despite a number of 
attempts to identify them.  In the context of conceptualising CCB for research 
purposes, caution was recommended before copying dimensions from other research 
without prior testing.  However, adapting the work of Labonte and Laverack (2001b) 
was considered an appropriate method for this study and I concluded that the 
following four dimensions participation, resource mobilisation, links with others and 
role of outside agents would be used to construct a research model of CCB.  Having 
considered the dimensions of community capacity building, I shall now discuss 
issues relating to measuring community capacity building.    
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4.7. Measuring Capacity Building 
Crisp, Swerissen and Duckett (2000) propose that the difficulty in measuring 
capacity building is that each project may use a specific set of approaches and 
strategies and hence require different indicators.  However, for Crisp, Swerissen and 
Duckett, the main question is whether sustainable changes to the health of an 
organisation or community can be attributed to an intervention.  Consequently, it is 
more appropriate to evaluate the implementation and subsequent impact of capacity 
building processes.  They identify three key points concerning the measurement of 
capacity building and health.  First, actual programs for building capacity need to be 
specified and relevant performance indicators developed.  Second, measuring 
capacity building within communities needs to reflect community processes, rather 
than aggregating impact measures for individuals (Shiell & Hawe 1996).  Third, 
capacity may develop in other areas irrespective of the original intentions and so 
additional measures of capacity may be required. 
 
Guidelines on measuring community capacity building have been published.  For 
example, How good is our community learning and development? (HMI 2002) sets 
out quality indicators for practitioners and managers to evaluate community learning 












Building Community Capacity 
QUALITY INDICATOR THEMES 
Work with communities to identify their needs 
- needs assessment 
- focus on excluded groups 
Developing skills and confidence 
- training and development for 
community leaders 
- support for active community members 
Promoting participation in community affairs 
- support for volunteering 
- support for community self-help 
- openness and accountability of 
organisations 
Assisting communities to exercise power and 
influence 
- support for community organisations 
- community influence and representation 
- assisting communities to provide and 
manage services 
Monitoring and evaluation as part of building 
community capacity 
- monitoring and evaluation methods 
- arrangements for recording 
- use of monitoring information 
Community achievement 
- strength and vitality of community 
organisations 
- impact on the development of social 
capital 
- contribution to achieving social justice 
(Adapted from How good is our community learning and development? HMIE 2002) 
 
Labonte and Laverack (2001a) suggested that one way to measure CCB is to assess 
each dimension for change, using interviews, focus groups, surveys or documentary 
analysis.  They identified three other studies Bopp et al. (1999), Laverack (1999) and 
Hawe and Shiell (2000) that also attempted to measure community capacity building 
by using a form of ordinal ranking.  However, this level of measurement is limited as 
variables can be ordered, but differences within the same variable can not be 
measured (Fielding & Gilbert 2000).  For example, take the following hypothetical 
scores for ‘measuring’ participation: 1 = no participation, 2 = participates in some 
community meetings, 3 = participates in community meetings and is involved in 
decision making process, 4 = participates regularly in decision making and is 
engaged with activities outside community.  At an ordinal level, a person who scores 
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four could be said to participate more than someone scoring one.  However, it is not 
possible to state that this person participates four times as much, using this level of 
measurement.  
 
Two questions can be asked concerning ranking the dimensions of CCB.  First, ‘How 
is the rank determined?’  Labonte and Laverack (2001a), referring to Laverack’s 
earlier work (1999), argued that pre-defined ranking categories can unduly influence 
participants’ responses and that the experience of responding to such categories 
could be intimidating for the interviewee.  However, it was found that this issue 
could be resolved by using a workshop methodology to discuss the dimensions and 
their ranking (Labonte & Laverack 2001a).  Second, ‘Who assigns the rank?’  
Laverack (1999) and Bopp et al. (1999) proposed that ranking should be decided by 
the relevant stakeholders (e.g. health promoters) and the community members who 
are subject to the particular programme.  In addition, other methods to address this 
question included repeat interviews with community leaders and other participants 
(Eng & Parker 1994). 
 
I would argue that a further unresolved issue after reviewing Labonte and Laverack 
(2001a) concerns the relationship between the various dimensions of CCB.  For 
example, it is unclear what the implication, if any, would be for a CCB assessment if 
the participation dimension had a low score, but leadership scored highly, or if three 
out of nine domains have a low ranking score, could it be assumed that CCB was 
occurring?  Hence, the relationship between each dimension of CCB requires further 
clarification.   
 
Another issue about measuring CCB concerns the nature of the measurement 
process.  For example, Baker and Teaser-Polk (1998) argue that any attempts to 
measure or evaluate CCB should also correspond with the intended outcome (of 
CCB).  In other words, the process should reflect both a recognition and an 
understanding of a community’s history, maximise participation, embrace existing 
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skills and resources, and reflect a mutual respect for different perspectives.  As 
stated, one of the objectives of this research project was to further understanding 
about CCB in relation to HIIC; rather than to measure CCB in the manner 
highlighted above.  However, I propose that exploring dimensions of community 
capacity building with participants would be appropriate.  For example, participants 




In this chapter, I attempted to outline why exploring the concept of CCB was 
relevant, and to describe the process of constructing a CCB research tool.  This 
chapter introduced and discussed various aspects of CCB and was organised around 
a number of themes.  Firstly, the concept of community was considered.  It was 
demonstrated that there are different definitions of community and that it can be 
understood in relation to particular factors, such as geographical, relational and 
interest elements.  It was noted that academics have argued that the concept of 
community is used in three ways: descriptive, normative and instrumental.  One way 
in which community and policy have been linked is through the notion of community 
capacity building.   
 
Researchers have argued that communities have become a site for governments to 
exercise power and control.  In this context, values, beliefs and sentiments become 
important in establishing the relationship between individuals and government – this 
has been referred to as ‘ethopolitics’.  After considering the concept of community, 
this review then discussed CCB.  A literature review concerning CCB highlighted 
that it was often inadequately defined.  However, the definitions included in this 
chapter were broadly similar.  One way of understanding community capacity 
building was to locate it on a strategic / developmental continuum.  Attempts to 
measure CCB raise concerns about the relationships between the different 
dimensions remain unresolved.   
 
 86 
According to Casswell (2001) and others (Nisbet 1960) community can be seen as a 
mediating structure between the domain of everyday life and the social, political and 
economic context.  Given the noted emphasis on the role of communities in 
improving their circumstances in policies and political rhetoric, the concept of CCB 
may further understanding regarding this process.  In addition, at the time of writing 
CCB was an under researched concept in a Scottish and UK context.  Thus, 
exploring CCB in relation to HIIC, a national programme, may present an 
opportunity to examine how individuals address health-related and other concerns in 
a range of contexts.   
 
In the following chapters, the research process is outlined with particular attention 











5. Research strategy  
 While academics and researchers make their careers arguing about 
 methodology, people in the ‘real’ world continue to be disadvantaged and 
 oppressed and to suffer from remediable problems. 
 (Oakley 2000: 306) 
 
  
Debates concerning research strategy involve exploring different philosophical 
perspectives and dealing with ontological and epistemological issues.  Ontology 
refers to the nature of being or what exists in the world (Punch 1998).  Ontological 
questions relate to how we perceive the nature of social reality (Blaikie 2000; Hay 
2002) or, in other words, what there is to know (Williams 2003a).  Epistemology 
refers to the theory of knowledge (Abercrombie, Hill, & Turner 1988), and is 
concerned with what we know and how we know it (Williams 2003a) and focuses on 
the knowledge-gathering process (Grix 2001a).  Two other components of a research 
strategy are methodology, ‘the research design that shapes our choice and use of 
particular methods’ (Crotty 1998: 7), and methods, the means by which data are 
collected or constructed.    
 
Thus, the features of a research strategy can be illustrated in the following way: 
 Ontology  Epistemology   Methodology        Methods 
Figure 5-1 Stages of a research strategy 
Essentially, each stage involves making a set of assumptions not only about the 
world but what is in the world, and how we find out about those things.   
 
In this chapter I discuss how researchers choose their research strategy and outline 
the approach adopted for this study.  I then state the aim of this project and describe 
the research questions and how they were developed from the literature reviews.  I 
then proceed to consider a range of methods and suggest that qualitative, semi-
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structured interviews would be the most appropriate.   The final two sections deal 
with sampling and ethical considerations.    
 
5.1. Choice of research approach 
As shown in Figure 5.1, the choice of research strategy begins with ontological 
assumptions.  The social science literature that attempts to explain how to conduct a 
research project presents ontological perspectives as a dualism; for example, 
foundationalist or anti-foundationalist (Marsh & Furlong 2000); realist or 
constructivist (Blaikie 1993); and objectivist or constructionist (Bryman 2001).  
According to Bryman (2001: 16 - 18), the first positions (foundationalist, realist, and 
objectivist) assume that ‘social phenomena and their meanings have an existence that 
is independent of social actors’.  The counter positions (anti-foundationalist, 
constructivist, and constructionist) maintain that ‘social phenomena and their 
meanings are continually being accomplished by social actors.’  Those supporting 
this position would argue that it is not possible to remove ourselves from our 
framework of beliefs to test them ‘against a mind-independent reality’(Avis 2003: 
1000), and as Davidson (2001: 155) states, ‘[a]ll that counts as evidence or 
justification for a belief must come from the same totality of belief to which it 
belongs.’   
 
As the quote by Oakley heading this chapter implies, discussions about research 
strategies and the philosophical approaches justifying different paradigms have been 
extensive.  However, according to some writers this ‘paradigm war’ has been 
characterised by distorted versions of philosophical positions.  For example, Paley  
(2000; 2001) described how within nursing research positivism and quantitative 
methods are misrepresented and poorly understood by qualitative researchers.  To 
use the words of Pawson and Tilley (1998):  
 [i]s there anything more to be said about the paradigm wars?...What one sees 
 is a musty stale-mate over first principles…realists prefer to muse on causal 
 configurations, constructivists choose empathy and negotiation 
                                                                                          (as cited in Oakley 2000: 23) 
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Up to this point, I have considered the stages of a research strategy, how ontological 
positions are presented in the literature.  I now briefly consider how researchers 
decide which research strategy to use.  Some academics argue vigorously that such a 
decision reflects a fundamental, innate view of the world.  For example, Marsh and 
Furlong (2000) argued that as questions of ontology and epistemology go to the heart 
of what social science is and the manner in which it is conducted, researchers cannot 
simply align themselves with one position for one study and change their position for 
another.  Thus, they liken these philosophical underpinnings to a ‘skin’, something 
you cannot remove, and should, therefore, not be treated like a ‘sweater’, as 
something you can change (Marsh & Furlong 2000: 21).  However, such a view may 
present certain difficulties, for example when collaborating with other researchers 
who subscribe to another perspective or accommodating researchers who have 
revised their philosophical stance through deepening their understanding.     
 
Blaikie (1993) outlined a number of ways in which a researcher arrives at their 
research strategy, two of which I followed for this project: a pragmatic position and 
one informed by personal biography.  A pragmatic position is when a researcher 
attempts to match the strategy with the nature of the research project or research 
questions.   For example, Labonte (1998) suggests two reasons why a constructivist 
research strategy provides an appropriate theoretical framework for researching 
community development and health.  First, features of constructivism are closely 
allied to how the broad aims of community development are realised.  As Labonte 
(1998: 23) states, there is a ‘high degree of interpretation and contingency in the 
social change processes that are community development’s generic goals’.  Second, 
Labonte suggests that criteria, developed to demonstrate the rigour of research 
informed by a constructivist approach, reflect the values of community development.  
These criteria included: credibility – long term involvement with a group or project 
and group members are involved in the research process;  confirmability – where 
opportunities are made for critical self-reflection on the meanings generated from 
any findings; and transferability – sharing good practice based on findings with other 
groups or practitioners. 
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Choice of research strategy can also be informed by personal biography; for 
example, as Grix (2001a: 57) states, ‘[y]our own interests, ideas, previous research 
and personal experience will have led you to the academic field on which you wish 
to concentrate’.  According to Blaikie (1993) personal biography includes a 
researcher’s personality and academic experience.  Previously I had conducted a 
qualitative study using joint interviews with prostate cancer patients and their 
partners concerning their experience of living with the disease and whether it had 
influenced the men’s understanding of masculinity (Phillips 2002).           
 
Primarily this PhD research project aims to further understanding about CCB, 
community development and health, within the context of HIIC, a health-related 
education / training resource.  This study is particularly concerned with participants’ 
understanding of key concepts, their experiences of HIIC and perceptions of HIIC’s 
influence.  However, while understandings and perceptions are important features in 
this work, I also recognise that participants may refer to experiences such as poverty 
and poor health.  In short, the research approach adopted for this study needs to 
acknowledge both interpretation and a lived reality.        
  
The ontological position for this research study is what Blaxter (2004) referred to as 
‘subtle’ social constructionism.  According to this perspective, the world is 
simultaneously objectively real and socially constructed.  Using a health-related 
example, this position would maintain not only that diseases exist and that their 
occurrence within a population can be described using statistical procedures, but that 
health, disease and illness are also categories which are socially constructed (Blaxter 
2004).  The term social in social constructionism refers to the ‘mode of meaning 
generation’ (Crotty 1998: 55), which is based in institutions and conventions.  The 
linguist Stanley Fish (1990: 186) referred to these institutions as a ‘publicly available 
system of intelligibility’ and stated that they ‘are the source of the interpretative 
strategies whereby we construct meaning’ (as cited in Crotty 1998: 53).   
The epistemological perspective for this study is interpretivism.  This position 
assumes that knowledge of the world is generated through a person’s lived 
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experience (Weber 2004) and is ‘predicated upon the view that a strategy is required 
that respects the differences between people and the objects of the natural sciences 
and therefore requires the social scientist to grasp the subjective meaning of social 
action’ (Bryman 2001: 13).    
 
Methodology represents the process or plan behind the choice of analytical strategy 
and involves a critical examination of how research should or does proceed (Blaikie 
1993).  In addition, methodology provides a framework that informs the choice of 
methods (Mason 2002).  I selected an abductive approach as the most appropriate 
methodology for this study.          
   
Blaikie (1993) described an abductive methodology, which is based on the 
hermenuetic tradition, as the process used to create social scientific accounts of 
social life based on concepts and meanings used by people and the enterprises they 
engage in.  In this context, social reality is stratified (see Figure 5.2) and access to 
any social world is through the accounts people give of their own actions and the 
actions of others.  Their accounts contain the concepts that they use to structure their 
world and the ‘theories’ that they use to explain events.  Once these descriptions are 
produced a researcher can attempt to understand them by referring to social theories 














Everyday concepts and meanings 
provide the basis for  
Social action/interaction 
about which 
Social actors can give accounts 
from which 
Social scientific descriptions can be made 
from which    OR   understood in terms of 
Social theories can be generated   Social theories or perspectives 
 
Figure 5-2 Abductive Methodology 
adapted from Blaikie (1993) 
 
There is an obligation for a social scientist to use these accounts to further 
understanding.  For example, Pyett (2003) argued that as a researcher she had a 
responsibility to assess and explain participants’ perception of their social world.  In 
addition, researchers should utilise their privileged position, as Pyett (2003: 1173) 
states:   
 [As researchers] have access to other data, research findings, theories and 
 understandings of similar or contrasting situations, we have a capacity and 
 an academic obligation to apply our critical understandings to the accounts 
 given by participants. 
 
Thus, a researcher’s role is to apply both sociological theory and historical or 
contextual information to develop an understanding that moves beyond the 
perspective of research participants and which benefits both the researcher and the 
researched.  Having outlined above the theoretical underpinnings for this study, in 




5.2. Research aims and questions 
The purpose of this section is to state the aim of this project, and to describe the 
process of formulating the research questions as well as to present them.  This 
research project is based on a collaborative studentship (CASE) funded by the 
Economic Social Research Council (ESRC) and the then Health Education Board for 
Scotland (HEBS).  This study aims to use the Health Issues in the Community course 
as a case study to examine the conceptual relationship between community capacity 
building, community development and health.  
 
Research questions are ‘intended to guide your enquiries’ and are usually developed 
after an initial literature review (Grix 2001a: 139).  I established in Chapter 4, that 
community is a widely debated concept and has a range of definitions.  Community 
can be constructed conceptually in terms of geographical location, as a shared 
interest, or in a relational sense.  Investigating participants’ notions of community is 
important to understand CCB as well as to contextualise HIIC’s potential influence 
on health.   
 
Also in Chapter 4, it was shown that CCB was an under-researched concept in the 
UK and at the time of writing no related Scottish studies could be found.  Therefore, 
exploring how HIIC tutors and stakeholders (people involved with HIIC at a 
developmental or management level) understand CCB could contribute towards 
furthering knowledge about the concept.   
 
In Chapter 1, I noted that HIIC emphasises a social model of health, which maintains 
that other circumstances and conditions apart from behavioural factors influence 
health outcomes.  For example, individuals may have formed their own definition of 
health, informed both by objective and subjective assessments of personal life events 
and circumstances.  In order to explore the relationship between CCB, community 
development and health, it is important to consider participants’ prior understandings 
of health and record whether their understandings had changed after attending HIIC. 
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As reviewed in Chapter 1 the aim of HIIC, according to the tutor guidelines, is to 
enable students to understand the social, political, educational and community 
development processes involved in addressing health-related concerns in the 
community (Health Education Board for Scotland 2002b).  This aim reflects the 
empowerment principles outlined in the Ottawa Charter for Health Promotion, 
which proposed that individuals should be encouraged and supported to exact control 
over both their health and the processes involved in improving health (WHO 1986).  
The idea of CCB, which broadly refers to the development of a community’s abilities 
to identify and address issues of concern, is clearly compatible with the aims of HIIC 
and the Ottawa Charter.  Thus, asking HIIC students to describe their community-
related activities after completing the programme may produce accounts that clarify 
whether HIIC influenced the development of CCB.  In addition, encouraging 
students to reflect on their experiences post HIIC could indicate if the experience of 
participating in the course had been influential in other aspects.      
 
In view of the above observations drawn from the literature reviews, the research 
questions for this study were as follows: 
• How did HIIC tutors and students understand the concept of 
community and was this understanding influenced by completing 
HIIC? 
• How did stakeholders and tutors understand the notion of community 
capacity building? 
• Did participating in the HIIC course contribute towards furthering 
students’ understanding about health? 
• Was community capacity building evident in the experiences of the 
students after their involvement with the course? 








In this section, I state what methods are and how they relate to the research process, 
consider the utility of qualitative methods, and conclude by arguing that semi-
structured individual face-to-face interviews are the most appropriate method for this 
study. 
 
Methods are techniques or procedures used to collate and analyse data and there are 
different opinions regarding how they should be selected.  One view is that the 
choice of methods is informed by the research strategy or methodology (Mason 
1996; Silverman 2000).  For example, Mason (2002: 63) argues that a researcher 
may select qualitative interviewing because their ontological position assumes that 
‘people’s knowledge, views, understandings, interpretations, experiences and 
interactions are meaningful properties of the social reality which [the] research 
questions are designed to explore’.  Within this type of research approach the 
researcher and the participant engage with the interview process to explore 
understandings, thought processes and social norms (Mason 2002).  In addition, 
Hopf (2004: 203) argues that compared to other methods in social science, 
qualitative interviews are ‘closely related to the approaches of interpretative 
sociology’. 
 
Another perspective states that research question(s) govern the choice of methods 
(Grix 2001a).  For example, the research question ‘Is there a relationship between 
gender, education and earnings, at a population level?’ would probably be addressed 
by using quantitative methods, such as a large-scale survey.  However, focus groups 
or face-to-face interviews would be more appropriate to explore reasons why 
members of a youth group smoked.  Grix argues that selecting methods by any other 
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criteria can potentially lead to an inappropriate question-method relationship, or in 
other words the incorrect use of a method.  Following Mason (2002), I support the 
view that methodological considerations do influence the type of methods chosen.  In 
addition, Grix (2001a) is also correct to argue that the most appropriate method 
should be used to answer the research question(s).  In the following sections a 
number of qualitative methods are discussed. 
 
5.3.1. Consideration of qualitative methods 
There are many techniques a researcher can use to construct data and in this section I 
consider why semi structured interviews are the most suitable for this study. 
 
As stated in the previous section, this project adopted a research strategy that 
assumes that people construct meaning as they engage with the world (Crotty 1998).  
In addition, a researcher can access social worlds through accounts people give, 
which can then be explored using social scientific theories or perspectives (Blaikie 
1993).  Qualitative interviews are consistent within this research approach; for 
example, researchers using qualitative techniques can glean interpretations from 
what participants say (Warren 2002).  Meanings are negotiated, constructed and 
articulated between the researcher and the researched (Finlay 2002; Riessman 1994).  
Thus, data are viewed as products of the participant, the researcher and their 
relationship, and as Johnson (2002) states, this data refers to lived experience, values 
and decisions, and cultural knowledge or perspectives.  Constructing this type of data 
through qualitative interviewing is also compatible with recording people’s 
experiences of HIIC and their understandings of related concepts. 
 
Qualitative interviewing also represents a forum to construct rich and complex data 
(Robson 2002) and is considered to be the most suitable when participants’ 
understandings are otherwise taken for granted and where complicated and multiple 
perspectives on the same phenomena are expressed (Johnson 2002).   Qualitative 
interviewing also allows the researcher to respond and to reflect on what the 
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participant says (Robson 2002).  Hence, the researcher can explore and clarify issues 
with the participant.  The current research project involves complex concepts such as 
health, community and CCB and using qualitative interviews could provide an 
opportunity for participants to recount their experiences and to express their 
understandings concerning these concepts.   
 
A further reason supporting the use of qualitative methods is that it has been 
suggested that values within community development approaches are also reflected 
in the practice of qualitative interview methods.  There has been, for example, a 
reported therapeutic benefit when interview participants expressed their feelings and 
emotions about issues that concern them (Chandler 1990; Ortiz 2001).  In addition, 
conducting interviews also gives primacy to those who are marginalised by their 
class, gender or disability, and it places an emphasis on the participant’s voice 
through recounting descriptive life stories (Robinson 1994).   
 
Arguments supporting the use of qualitative interviews in this project were outlined 
above.  However, this method should not be considered an easy option; rather it is a 
‘complex and exhausting task’(Mason 2002: 67) and the planning and conducting of 
qualitative interviews are time consuming activities (Robson 2002).  In addition, the 
degree of authenticity ascribed to interview accounts needs to be carefully considered 
as interviews are a form of social action that are co-constructed by the researcher and 
the interviewee (Atkinson, Coffey, & Delamont 2003; Rapley 2001).   Atkinson, 
Coffey and Delamont (2003: 105), referring to the work of Erving Goffman (see for 
example 1959; 1961; 1968), state, ‘we know enough about the performance of 
everyday social action to be thoroughly suspicious of methodological formulations 
that even appear to attach particular kinds of authenticity to it’.  According to 
Atkinson, Coffey and Delamont, Goffman’s work explores the circumstances within 
which social actors achieve social encounters and portray social selves.  Thus, our 
‘selves’ are diligently managed and are collaborative ventures even during 




5.3.2. Semi-structured interviews 
It was argued above that qualitative interviews are a suitable method for this research 
study.  However, there are various forms of qualitative interviews and in this section, 
the reasons why semi-structured interviews were considered the most appropriate 
method for this project are presented. 
 
Commonly, interviews are classified according to the level of structure imposed on 
the interview process (Hopf 2004).  Adopting Robson’s (2002) and Mason’s (2002) 
terminology, three types of interview are described here.  First, fully structured- 
standardised questions are prepared prior to an interview and asked in the same 
sequence during each interview.  This method is comparable to interview-based 
survey questionnaires, although open-ended questions are used.  Second, semi-
structured- questions and / or a list of topics (referred to as an interview guide) are 
prepared to aid the researcher during the interview process.  However, questions or 
topics can be addressed in any order depending on how a participant responds.  
During an interview a researcher can also reflect on the process and can ask 
supplementary questions to clarify or probe an issue further.  Third, loosely-
structured – also referred to as ‘unstructured’, however, ‘this is a misnomer because 
no research interview can be completely lacking in some form of structure’ (Mason 
2002: 62).  Loosely-structured interviews are employed where an interviewer has a 
broad research interest and allows a narrative to develop within this context.  It is 
argued that this type of method shares similar traits to a conversation (Burgess 1984). 
 
I perceived semi-structured interviews to be the most appropriate method for this 
project for a number of reasons.  Bryman (2001: 315) describes two circumstances 
when this method can be used.  First, they are used when an investigation has a clear 
focus, so that ‘more specific issues can be addressed’.  The aim of this study and the 
research questions are related to specific contexts: HIIC and CCB.  Second, in order 
to carry out inter-group comparisons a degree of structure in the data collection 
process is needed.  This is a relevant consideration as this project is concerned with 
groups of students and tutors and their experiences of HIIC. 
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In addition, King (1994) has identified a further number of circumstances in which 
semi-structured interviews are an appropriate method.  First, when a study is 
concerned with meanings people attach to a particular phenomenon.  The aim of this 
project is to explore the concepts of CCB, community development and health.  
Second, semi-structured interviews are a suitable method for researching an 
individual’s perception of processes within a social group.  As noted above, such 
groups are a feature of this study.  For example, as Chapter 6 shows, research 
participants were drawn from HIIC courses (groups) containing tutors and students. 
In addition, the HIIC programme is influenced by a community development 
approach and uses group work methods.  Thus, participants could describe their 
experience and perceptions of group processes, for example, by discussing their 
experience of working with other course students.  Finally, semi-structured 
interviews allow the collection of individual historical accounts that describe how a 
phenomenon evolved.  HIIC developed within a political and social context and was 
informed by a particular ethos, as noted in Chapters 1 and 2.  Therefore, by 
interviewing stakeholders with an understanding of HIIC’s development, accounts of 
this process could be constructed.  In addition, semi-structured interviews allow an 
in-depth contextualised exploration of the reasons why tutors and students decided to 
participate in HIIC.  
 
In summary, it was argued in this section that qualitative semi-structured interviews 
were the most appropriate method for this research study, as they provide a suitable 
forum to generate applicable data, are compatible with the research strategy and 
methodology adopted, and reflect a particular value base relevant to some of the 
main themes in this study.  In addition, semi-structured interviews give the 
researcher opportunities to reflect and seek clarification during the interview, are an 
appropriate method when a research project has an explicit focus and is concerned 
with the meanings participants attach to events or concepts.  In the remaining parts of 
this chapter, the merits of other types of methods are considered as well as the 
sampling strategy employed and some of the ethical concerns relating to recruiting 
and interviewing participants.  
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5.3.3. Consideration of other forms of interviews 
In this section, four other types of interviews: focus groups, joint interviews, 
telephone interviews and e-mail interviews are described and their merits in relation 
to this research project are discussed.  
 
5.3.4. Focus groups 
A focus group is a method of conducting an interview with several different people 
on a given topic or issue.  Focus groups have been variously defined as a type of 
group interview, which uses the communication between participants to generate 
data (Kitzinger 1995), or as ‘group discussions in which persons representing the 
target group discuss different aspects of a topic’(Dahlin Ivanoff 2002: 3) .  The main 
assumption behind focus groups is that group processes or dynamics can assist 
participants to explore and clarify their views.  It is argued that this method is 
suitable when the researcher uses open-ended questions and seeks to encourage 
participants to explore the issues of importance to them, in their own language and 
by forming their own questions (Kitzinger 1995).  Krueger (1994) identified some 
features common to focus groups: they usually involve four to ten people assembled 
in a series of groups; participants possess certain characteristics or commonalities; 
and qualitative data are generated through group interaction in a focussed discussion.  
Focus groups differ from group interviews as the researcher is observing and 
recording the nature of the interaction of the group members.  In addition, the 
researcher encourages participants to talk to other participants when they address the 
questions, rather than participants directing their answers to the researcher.    
 
According to Bryman (2001) there are a number of features of focus groups that 
make them a distinctive research method.  For example, focus groups can present the 
researcher with an insight into why people feel the way that they do.  In addition, a 
focus group provides a researcher with an opportunity to examine how understanding 
is formed at a collective level, which it is argued, reflect the processes by which 
meaning is constructed on a day-to-day basis (Bloor et al. 2001; Wilkinson 1998).  
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Focus groups may also give the researcher access to ‘indigenous coding systems’, 
group terms and categories (Bloor et al. 2001; Kitzinger 1995).  In addition, there is 
the opportunity for the other participants to query and challenge each other’s views 
and clarify inconsistencies.  Finally, it has been argued that in a focus group, the 
researcher has less influence over the research process compared to an interview and 
so issues that concern the group will be raised (Wilkinson 1998).   
 
Although focus groups provide a distinctive research technique, they are also limited 
in the following way.  As the researcher has potentially less influence over the 
research process, caution needs to be exercised concerning the extent to which the 
group is allowed to assume control of the proceedings without jeopardising the 
project.  For example, research is usually seeking to answer a number of particular 
research questions often within rigid financial and time constraints.  In addition, a 
focus group may retain its own internal hierarchies which may affect the accounts 
generated (Bloor et al. 2001).  Gibbs (1997) also argues that an awareness that a 
focus group is an organised event should not be lost; a consideration that has 
methodological implications and which will inform how the data are analysed.   
 
Focus group recordings can take longer to transcribe as they include complex social 
interaction (Bryman 2001).  Data generated from a focus group can be difficult to 
analyse as they include examining not only what people said, but the patterns of 
interaction as well (Bryman 2001).  According to Kidd and Parshall (2000), focus 
group recordings can often include inaudible material, as it can be difficult to place 
recording equipment in such a way as to have a complete record of what was said.  In 
addition, during the flow of a focus group, participants may speak at the same time, 
which can be problematic when trying to hear what was said and by whom (Kidd & 
Parshall 2000).  These recording-related issues may affect the quality of the 




Organising a focus group can be problematic, as a researcher has to coordinate a 
group of people to attend on the same day, at the same time.  In addition, for a focus 
group to be effective a certain number of people are required to participate.  
However, the ideal number of participants is disputed; for example, some researchers 
recommend four to eight participants (Kitzinger 1995), whereas others suggest eight 
to twelve participants (Krueger 1994; Stewart & Shamdasani 1990).  However, it has 
been argued that the number of participants is less central to the outcome of a focus 
group than the importance of encouraging all participants’ active involvement in the 
group discussion (Dahlin Ivanoff 2002).  However, if groups are too small then the 
posibility of generating an effective discussion are reduced (Fallon & Brown 2002).   
It has also been argued that focus groups require a degree of expertise to facilitate 
(Robinson 1999) to avoid potential difficulties, such as successfully managing quiet 
or dominant participants.  A facilitator also needs to be aware of certain group 
dynamics that could silence voices of dissent from a particular group norm 
(Kitzinger 1995) and produce conformity to a dominant view (Crawford & Acorn 
1997).  However, it is argued that participants provide ‘checks and balances’ to each 
other and these are a means for a group to assess and reject any extreme opinions 
(Robinson 1999). 
 
The nature of a focus group can also be problematic.  For example, it is argued that 
the presence of other participants might compromise the confidentiality of the 
research session (Kitzinger 1995).  This would be a potential concern, especially in a 
group where there has been conflict between its members.  However, participants 
have also reported feeling safer to disclose in-depth thoughts because they were in 
their peer group (Webb 2002).  The number and depth of questions that can be asked 
may be limited  because of the size of the focus group and time available (Powell & 
Single 1996; Robinson 1999). 
  
Given these issues concerning focus groups, I would argue that they are not an 
appropriate method for this research project for the following reasons.  As noted 
above the suggested minimum number of participants for a focus group is four; it 
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was unclear whether it would be possible to fulfil this criterion and recruit an 
adequate number of participants from a particular HIIC course to attend a focus 
group.  Whilst  having both tutors and students present might comply with the 
minimum suggested number, interviewing students and tutors separately was an 
important condition in relation to issues of confidentiality.  For example, participants 
may have felt reluctant to describe and discuss negative experiences if other students 
or tutor(s) were present.  In addition, the range of topics that can be discussed in a 
focus group is limited.  As the current project was concerned with participants’ 
understandings of complex concepts such as health, community and CCB, a focus 
group was not the most appropriate environment in terms of allowing enough time 
for in-depth answers.  
 
5.3.5. Joint interviews 
A number of the HIIC courses from the research sample were co-tutored (see 
Chapter 6).  Thus, it was worthwhile considering the merits of conducting joint 
interviews.  Joint interviewing involves the researcher speaking to two people 
together about how they perceived the same event.  This method has been used in a 
variety of different reseach contexts such as marital or cohabitation relationships 
(Mason 1989; McKee & O'Brien 1983) and exploring illness and disability with both 
carers and the care receivers (Gerhardt 1991; Parker 1993).  It is argued that joint 
interviewing uncovers various forms of knowledge held by each person and may 
produce a richer account as participants fill in each other’s memory lapses (Seymour, 
Dix, & Eardley 1995).   
 
However, there are a number of disadvantages in using joint interviews.  First, one 
person may dominate the other during the interview (Arksey 1996).  Second, it has 
been argued that joint interviews do not produce substantially better data compared 
to individual interviews.  For example, Huby and Dix (1992) found that participants 
concentrated less effectively during the interview as a pair and that the participants’ 
desire to avoid disagreement within the relationship, in front of the researcher, can 
affect the responses.  Third, the nature of data from a joint interview is different to 
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individual interviews as there is a sense that a joint interview is a collaborative event 
where attempts are made to produce a unified image or reality (Jordan et al. 1992).  
Thus, as Morgan (1988) argues, joint interviews generate more consensual data and 
that overt conflict during such an interview is rare (Jordan et al. 1992).  Similarly, it 
has been suggested that participants in joint interviews are presenting themselves in a 
positive way (Arksey 1996) as they use the interview to legitimate their actions 
(Radley & Billig 1996) or to normalise their circumstances (Voysey 1975).  In 
addition, I would argue that conducting joint interviews present similar concerns 
regarding confidentiality issues as focus groups. 
 
In summary, it was argued above that conducting joint interviews can produce 
particular types of accounts.  This process may obscure participants’ experiences of a 
HIIC course, which could include descriptions of group conflict.    
         
5.3.6. Telephone interviewing 
The research sample for this project encompassed HIIC courses throughout Scotland 
(see Chapter 6) and one method that is suited to reaching geographically dispersed 
participants is telephone interviewing.  Telephone interviews are often used in 
surveys, but can be applied to other research contexts.  According to Robson (2002), 
conducting telephone interviews has many similar advantages to that of face-to-face 
interviews.  For example, a high response rate; ability to correct misunderstandings; 
and clarification of ambiguous statements through using probes.  The main benefit, 
however, is that a geographically dispersed sample can be reached relatively quickly 
and cheaply (Thomas & Purdon 1994). 
 
There are a number of disadvantages with telephone interviews.  Robson (2002) 
argues that the lack of visual cues might hinder interpreting the participants’ 
responses.  In addition, establishing rapport might be problematic as the researcher is 
unable to utilise other forms of communication, such as body language or visual aids 
(Thomas & Purdon 1994).  It has also been found that answers to open-ended 
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questions are usually shorter and the entire interview tends to be quicker than face-
to-face interviews (Thomas & Purdon 1994).  As this research study is seeking to 
analyse descriptions of experiences and conceptual understandings, telephone 
interviewing may not be appropriate if it curtails a participant’s responses.  In 
addition, this method relies not only on participants having suitable access to a 
telephone, but that the researcher can obtain the correct telephone number to contact 
the participant.  A further disadvantage with telephone interviewing is that it prevents 
the gaining of contextual knowledge.  For example, through the process of arranging 
and conducting interviews in rural locations, I developed an appreciation of some of 
the transport-related issues that can affect such areas.  In addition, by visiting local 
resources, such as community centres a broader understanding was gained.  For 
example, I was able to learn about some of the projects which participants had been 
involved in.   
 
5.3.7. E-mail interviews 
The consideration of e-mail interviews is relevant to this study because, like 
telephone interviews, they can overcome problems associated with a sample that is 
spread over a wide geographical area; for example higher research costs incurred 
from travelling and accommodation expenses.  In addition, data collection may also 
take longer because of the time it takes to travel to particular locations and 
participants may be inaccessible if the researcher is relying on public transport.  
However, using e-mail interviews may address these problems and have other 
benefits; for example this method is not confined by geographical location or time-
zones and thus the researcher is not required to be present with the participant (Foster 
1994).  In addition, the need to transcribe the interview no longer exists and the data 
can be adapted to suit word processing packages or computer-based qualitative 
analysis software (Selwyn & Robson 1998).   This method can also assist in reducing 
some of the effects of interpersonal issues, such as shyness (Roberts, Smith, & 




However, there are a number of drawbacks concerning e-mail interviews.  
Participation is limited to those who can use e-mail and have access to the internet.  
In addition, participants who have had little experience of using a keyboard may 
attempt to curtail their responses.  For example, it was found that some interviewees 
answered questions as quickly as possible in order to reduce the effects of their 
perceived negative experience (Thomas et al. 2000).  There is also a lack of 
interaction compared to face-to-face interviews (Tatano Beck 2005).  For example, 
the researcher is unable to perceive changes in the participant’s voice (Fleitas 1998).  
In addition, non-verbal cues that aid communication of different emotions are not 
present in an e-mail interview, although instructions in the use of symbols and 
abbreviations to illustrate emotions can be given and this may contribute towards 
mitigating this concern (Lakeman 1997).  After considering some of the problems 
associated with e-mail interviewing, I concluded that they were not a suitable method 
for this study.     
  
5.3.8. Individual face-to-face interviews   
Accepting the disadvantages of the qualitative methods above, I would argue that 
individual face-to-face interviews are the most suitable method for this project.  
According to Robson (2002: 272-3), face-to-face interviews allow the researcher to 
respond to a participant’s account by asking further questions about an area of 
interest and provide an opportunity to explore a participant’s underlying motives.  In 
addition, individual face-to-face interviews may also prevent breaches of 
confidentiality; a concern that has been raised regarding focus group research 
(Kitzinger 1995) and is an issue that is relevant to this study.  For example, if a 
student considers their experience of HIIC was negative, then they may feel reluctant 
to articulate such a view if participating in a focus group which included the tutor(s) 
and / or other students from the same course.                      
 
In conclusion, individual face-to-face semi-structured interviews are compatible with 
this study’s research strategy and methodology, they will generate applicable data, 
are a method that is a suitable forum to explore complex experiences and concepts, 
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and they are informed by a positive and empowering value base.  Other types of 
interviews were considered but were deemed less appropriate for a variety of 
reasons.  In the following section, the issue of sampling strategies are discussed.      
 
5.4. Sampling  
A sampling strategy is a way of identifying potential research participants from a 
given population.  There are many different ways of sampling a research population.  
For example, Wengraf (2004) cites Patton (1990), who referred to at least sixteen 
different types of sampling technique.  Thus, an in-depth consideration of the various 
means of sampling is beyond the scope of this work.  However, it has been proposed 
that sampling strategies for qualitative research are often defined negatively, in other 
words, in terms of what they are not (Curtis et al. 2000).  For example, after 
reviewing relevant literature relating to approaches to sampling, Curtis et al. (2000) 
noted that there was a broad consensus that qualitative sampling was not based on 
the principles informing statistical methods using probability theory.   
 
Curtis et al. also identified a number of common features of qualitative sampling.  
Firstly, sample sizes are small and studied in greater depth, which can result in the 
generation of large amounts of information.  Secondly, qualitative samples can be 
designed to make analytical generalisations, which are then applied to wider theory 
on the basis of how selected cases ‘fit’ with general constructs (Curtis et al. 2000: 
1002), rather than statistical generalisations that are applied at a population level and 
based on representative statistical samples.  However, according to Williams (2002) 
there are others who have argued that interpretative research rejects the goal of 
generalisation (Denzin 1983; Guba & Lincoln 1983).  Williams argues that Denzin, 
and Guba and Lincoln support their argument by using a particular definition of 
generalisation that is (mis)informed by their interpretation of a ‘positivist’ research 
approach.  Williams goes on to suggest that moderatum generalisations can be made 
from interpretive inquiry.  Moderatum generalisations are when characteristics of a 
given situation can be viewed as examples of a wider recognisable set of features 
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(Williams 2000).  Lastly, qualitative research should be reflexive and explicit about 
the rationale for case selection because of the ethical issues and theoretical 
implications involved in making the decision to include or exclude certain cases.  
Having outlined briefly the nature of sampling techniques for qualitative research, I 
set out below how they can be evaluated. 
    
The question of sampling in qualitative research is often given less attention than 
other methodological concerns (Curtis et al. 2000).  However, Miles and Huberman 
(1994: 34) outline six characteristics which can be used to evaluate qualitative 
sampling strategies: 
a) The sample strategy should be pertinent to methodology, research 
strategy and research questions. 
b) The sample should lend itself to producing rich information on the 
particular focus of the research. 
c) The sample should enhance the analytic generalisability of the 
findings. 
d) The sample should produce credible descriptions. 
e) The sample strategy should be ethical. 
f) Sampling strategy should be practical. 
 
Guided by the original proposal for this study and observing the above 
characteristics, a number of factors needed to be considered in relation to deciding 
which sampling technique to use.  First, this study is based on a particular 
methodology that accepts the validity of recruiting relatively small numbers of 
research participants.  Second, as the focus of this study is HIIC, the ‘research 
population’ is therefore, confined to individuals who have had involvement, 
experience, and an understanding of HIIC.  Otherwise, I would suggest, it would be 
difficult to produce ‘rich information’ and ‘credible descriptions’ relevant to the 
focus of this project.  Given these constraints three potential participant groups were 




After considering various types of sampling strategies the one judged most 
applicable for this thesis was criterion sampling (Patton 1990).  As implied, this 
technique involves selecting all the cases that match a criterion and the following 
stipulations were identified.  First, student participants should have completed up to 
part one of the HIIC programme, so that they would be familiar with key concepts, 
such as health, community and community development.  Students should also have 
six months post-course experience before being interviewed, so that participants had 
a period to reflect on their learning and an opportunity to act on their HIIC 
experiences.  Second, I considered that courses prior to 2002 were unsuitable to 
recruit from because of the likelihood of difficulty in contacting participants.  In 
addition, the time elapsed since these courses may have contributed towards 
participants being unable to recall their experiences.  Before describing the data 
construction process, I draw attention to some of the ethical concerns relating to 
recruiting and interviewing participants.            
 
5.5. Ethical Considerations 
Ethical considerations emerge when deciding between a course of action relating ‘to 
standards of what is morally right or wrong’ (Barnes 1979: 16).  Qualitative research 
often involves recording and analysing personal descriptions and may also engage 
with people and groups who are marginalised in wider society (Finch 1984; Mason 
1996).  Consequently, as Cloke et al. (2000) argue, particular ethical questions may 
arise when conducting this type of research.   
 
The relationship between the researcher and research participants is one significant 
area where ethical issues have to be managed.  Hammersley and Atkinson (1995) 
identified the following three ethical requirements.  Informed consent- the researcher 
is responsible for explaining the research project to the participants.  In addition, 
participants should be given the opportunity to provide their consent to be a research 
participant.  Privacy- the researcher should be discreet in handling information that is 
revealed in private during an interview.  Harm- the researcher should endeavour to 
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minimise any possible negative consequences for the participants resulting from their 
participation.  How these ethical issues were addressed is described below. 
 
Prior to conducting any interviews, I consulted the ethical guidelines provided by the 
Public Health Sciences Section, University of Edinburgh and completed the 
postgraduate research ethics review form (see appendices xi and xii), which was 
authorised by my principal supervisor.  This form involved answering a series of 
questions about the nature of the research project, for example, ‘Does the study 
involve participants who are particularly vulnerable or unable to give informed 
consent?’, and ‘Could the study induce psychological distress or anxiety or cause 
harm or negative consequences beyond the risks encountered in normal life?’  No 
ethical issues emerged from this process and the research study proceeded.    
 
Another important ethical concern related to participants who had a dual role in 
relation to this research project.  For example, one of my PhD supervisors was a 
research participant because of her involvement in HIIC as part of the group that 
oversees the development of the course, and as the assessor for the assignments 
completed by students during their course and by tutors undergoing tutor training.  
An ethical issue emerged in relation to student participant recruitment.   In her HIIC 
role, my supervisor held contact details for some of the students who had been 
identified as potential participants.  It would have been inappropriate to access these 
details without permission in order to contact the students, as well as potentially 
compromising the integrity of my supervisor in her HIIC-related role.  Consequently, 
it was agreed that my supervisor would initially contact the students to inform them 
about the study and provide them with the opportunity to opt out of the project.  This 
procedure was also repeated with one of the other interview participants who had 
played an advisory role in this research project, but who also held contact details for 




As stated above, informed consent is a crucial aspect of ethical research (Punch 
2000; Silverman 2000).  In view of this, addressing the issue of informed consent 
was broken into three stages.  First, information sheets (see appendix vi) about the 
study were produced and posted to participants.  Second, just before any interview 
participants were reminded about the conditions of the interview, which had also 
been stated in an interview consent form (see appendix ix).  Thus, each participant 
was told that they could stop the interview at any time, that they could refuse to 
answer any question, that with their permission the interview would be recorded and 
that anything they said would be treated as confidential.  In addition, their identity 
would not be revealed and any identifying details would be made anonymous.  
Participants were also informed that what they said during the interview might be 
used as part of my thesis and other outputs, such as reports or articles.  The final 
stage involved asking the participant to sign a consent form to indicate their 
agreement to take part in the study and that they understood the conditions of the 
interview.  
 
In summary, the nature of qualitative research may present certain ethical issues, in 
particular the relationship between the researcher and the researched.  The three 
ethical requirements of gaining informed consent, protecting participants’ privacy 
and ensuring no harm to participants were addressed.  In the following chapter, I 
outline the stages of data analysis and data construction.  
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6. Data construction and analysis  
The four main stages of data construction were: identifying the research sample; 
developing interview guides and materials; recruitment of participants; and 
conducting face-to-face interviews.  I will now describe these stages in more detail 
including the known reasons for non-participation. 
 
The following three groups of research participants were identified: 
• Stakeholders, who are involved with the HIIC course at a management, 
strategic or development level.     
• Tutors, who facilitate HIIC courses. 
• Students who had completed at least part one of a HIIC course.   
 
Three stakeholders were selected as potential participants because of their 
longstanding and ongoing involvement with HIIC at the time of writing.  The tutor 
and student participants were drawn from thirteen courses that had been identified as 
a potential sample.  Conducted between June 2002 and November 2003, these 
courses incorporated twenty-one tutors and ninety-four students (Allan 2004a), and 
were chosen for the following two reasons.  First, courses from this period meant that 
students had at least six months after their course had finished to reflect on and act 
upon their experiences.  The benefits of ensuring that students have time to reflect on 
their learning and experiences have been noted by others.  For example, it has been 
argued that the effects of learning may not be immediately apparent (directly after 
the learning experience) and are best appreciated retrospectively (Schuller et al. 
2004: 6).  Second, recruiting tutors and students from courses prior to 2002 might be 
problematic as contact details could be out of date or missing.  The next sections 
describe the recruitment process for each participant group. 
 
The three stakeholders were recruited through their involvement with this research 
project; two were supervising this study and the other had an advisory role.  The 
stakeholders were contacted by telephone, e-mail or in person and a convenient 
 
 113 
interview date, time and venue was arranged.  All of the stakeholders’ interviews 
were conducted in their places of work during September 2003. 
 
CHEX held records of course completion date, course location, name of tutors and 
number of students completing and accrediting.  Consequently, the training and 
development manager from CHEX contacted six tutors in October 2003 informing 
them about this research study, enquiring if they wished to receive further 
information and stating that I would contact them shortly if they raised no objection.  
After allowing a period of two weeks, I contacted the training and development 
manager to ask if any tutors had raised any objections about being contacted directly.  
As no negative responses had been received, I contacted the tutors either by 
telephone or e-mail, the latter being more effective, to ask them if they were willing 
to participate and to arrange an interview venue and time.   
 
To make the recruitment process more efficient a further eleven tutors were 
contacted directly after acquiring their contact details.  In order that potential 
participants could make an informed decision regarding whether to further their 
involvement with this project, the following information was provided in the initial 
contact.  First, I introduced myself as the principal researcher and gave a brief 
description of the research project.  Second, it was stated that they were being asked 
to participate because of their role as HIIC tutors and a summary of the interview 
topics was provided.  Third, I asked each tutor if they wanted to receive additional 
information about the study.  Thus, tutors were given the opportunity to decline 
further involvement at this initial phase of the recruitment process.     
 
In summary, in total seventeen tutors were approached and through the above 
recruitment processes thirteen interviews, with fourteen tutors, (one was a joint 
interview) were arranged and conducted between November 2003 and July 2004.  




The recruitment process for HIIC students initially involved asking the first six tutors 
if they could offer any advice on how to recruit their students into the research 
project.  However, my initial assumption that tutors would be able to be involved in 
recruiting their students proved to be misplaced, as the majority of tutors stated that 
they did not have any further involvement with course students or that they had not 
kept students’ contact details.   
 
As already discussed in Chapter 5, in order to conform with ethical guidelines the 
training and development manager from CHEX and one of my supervisors initially 
wrote to the students identified in the research sample.  In total fifty-one letters were 
posted in three phases (number of letters shown in brackets): February 2004  
(eighteen), March 2004 (twenty-four) and April 2004 (nine).  Included with the 
initial letter was an information sheet about the study, an opt-out form (see 
appendices v and vi) and a pre-paid envelope for participants to return their reply.   
 
I was notified of any returned completed opt-out forms.  Following a period of two 
weeks after the initial letter was sent, I contacted by post the remaining students who 
had not sent an opt-out form (see appendix vii).  This letter asked the participant to 
confirm their contact details and to indicate if they wished to be contacted by phone, 
e-mail, or letter to arrange an interview.  In June 2004 sixteen reminder letters (see 
appendix viii) were sent to those students who had not responded to the first letter.   
 
In total, sixteen replies were received from students confirming their contact details 
and expressing an interest in being interviewed.  Two additional students were 
recruited opportunistically, one via another student, and the other, who was in the 
same building where I was conducting an interview, asked if he could be interviewed 




In summary, in total twenty students were recruited, sixteen by post, two 
opportunistically and two who participated in pilot interviews.  These interviews 
were conducted between February 2004 and August 2004. 
   
From the original potential research sample, I was unable to recruit seven tutors and 
seventy-four students and the known reasons for non-participation are as follows.  
 
The contact details for four tutors of the twenty-one identified were unavailable.  
One tutor agreed to be interviewed but then later declined due to other commitments.  
Another tutor, who had been contacted by telephone, was reluctant to take part in a 
face-to-face interview and asked if she could write down her responses.  After 
considering this alternative method, it was deemed incompatible with the research 
strategy and methodology and the tutor was not recruited.  The remaining tutor did 
not pursue the recruitment process further following my initial e-mail. 
 
There were two initial factors affecting the level of student non-participation.  First, I 
had decided to interview students and tutors from the same course, as I considered it 
more meaningful to collect accounts within a group.  As seven tutors did not 
participate, nineteen potential students were lost from the sample.  The second factor 
affecting student recruitment related to available contact details.  Records were held 
for those who had registered for accreditation.  Thus, thirty-one students who did not 
wish to receive accreditation could not be contacted by post.   
 
From the number of students who did not participate in this study, thirteen could be 
accounted for.  Eight students returned their opt-out forms.  Two students did not 
attend their arranged interview dates and subsequently could not be contacted.  Two 
students had expressed an interest, but did not respond to attempts made to arrange 
an interview date.  In addition, the Post Office returned one letter indicating that the 
person no longer lived at that address.   
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In the following sections, I describe the development of the interview guides and 
materials as well as how the interviews were conducted.  
 
6.1. Interview guides and materials 
Interview guides aid a researcher during the interview process and can include a list 
of themes or topics that the researcher wishes to discuss with the participant.  In this 
study, for each participant group an interview guide was produced and their 
development is outlined below. 
 
By engaging with the various literatures, health, community, and CCB were 
identified as important concepts in relation to the data construction phase.  For 
example, at the time of writing no previous studies could be found concerning how 
stakeholders understood the concept of CCB.  In addition, my knowledge of HIIC, 
particularly its development, how courses were facilitated and assessed, was 
minimal.  Consequently, the objectives in interviewing stakeholders were to first, 
gain information regarding how HIIC courses were organised and managed and 
second, to discuss stakeholders’ appreciation of how relevant concepts were related 
and applied.  For example, ‘How did HIIC influence understandings of health?’ and 
‘How was CCB relevant to HIIC?’  The stakeholder interview guide was finalised by 
September 2003 (see appendix i).    
 
The three main areas of interest for the tutors’ interviews were the following: their 
involvement and experience of tutoring a HIIC course, perceived influence of HIIC, 
and conceptualisation of CCB, health and community.  This raised the issue of how 
to present CCB, potentially an unfamiliar idea to participants.  A draft guide was 
prepared in October 2003 and included different ways of exploring CCB, such as 
asking participants to contrast a community where CCB was occurring with one 
where it was not and to write down the features of each community.  Further reading 
revealed that visual techniques had been used before to research CCB.  For example, 
‘spider-web’ mapping, which involved ranking scores for each dimension of CCB 
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(Bopp et al. 1999; Hawe et al. 1999; Laverack 1999).  According to Labonte and 
Laverack (2001a: 131) the benefits of using ‘spider-web’ mapping were that ‘its 
visual presentation of change in multiple domains is quickly communicated’.  
However, the aim of this study was not to ‘score’ each dimension and so this 
particular technique was considered inappropriate.  However, I felt that adopting 
some form of visual representation of CCB was a useful way to present the concept.  
For example, I considered that it may help a participant to understand CCB and it 
could be used to direct a discussion about the term.        
 
Subsequently, I developed an interview tool using a model of CCB (see appendices 
iii and xiii) based on four dimensions: participation, resource mobilisation, links 
with others and role of outside agents (Labonte & Laverack 2001a; Labonte & 
Laverack 2001b).  Essentially, this tool was a piece of flip-chart paper with the four 
dimensions written on it.  The tutors were asked to write down any comments about 
each dimension in relation to their experiences of the HIIC course. 
 
The above two ideas for presenting CCB to participants, the ‘dimensions’ and the 
‘community contrast’ exercises were included in a pilot tutor interview, which was 
conducted in October 2003 in an urban area near Glasgow.  After reflecting on that 
experience the interview guide (see appendix ii) was finalised.  In addition, it was 
decided that the ‘dimensions exercise’ was a more suitable interview tool. 
 
Prior to interviewing any students, drafts of the CCB, community and social capital 
literature reviews had been written and interviews had been conducted with three 
stakeholders and four tutors.  These experiences, alongside the study’s aim and 
research questions, informed the development of the student interview guide.  For 
example, concepts such as health and community had different connotations 
depending on the context in which they were used.  In addition, one research 
question referred to whether CCB was evident in students’ experiences after 
completing HIIC.  Thus, the interview guide (see appendix iv) was based on four 
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main areas: biographical information and story of HIIC participation; course 
experience and its influence; understanding of related concepts; and post HIIC 
activity.  This guide was drafted in January 2004 and used in February 2004 during 
two pilot interviews.  Both pilots proceeded without any difficulties and positive 
feedback was received about the interview process, so further refinements to the 
student interview guides was considered unnecessary.  
 
6.2.  Conducting the interviews 
With the primary objective to conduct each interview in a safe and secure 
environment, it was stressed, when arranging an interview, that the participant would 
be interviewed at a venue of their choosing, at a convenient time and date.  
Consequently, the interviews were conducted in a variety of locations: a public 
library, participant’s place of work or home, a coffee shop, and a community centre.  
The interviews also took place in various parts of Scotland, in urban and rural areas 
and in an island community (see Table 6.1 for breakdown of interview and course 
location).  To reiterate, the number of interviews conducted were as follows: 
• three stakeholders in September 2003  
• thirteen tutors between November 2003 and July 2004 
• twenty students between February 2004 and August 2004  
   
Information relating to interview participants and course sample are presented in 
Tables 6.1, 6.2, 6.3 and 6.4.  The data in the tables concerning age, course frequency 
and type were collated from participants’ accounts or based on my assessment.  
Precise data for course length was unavailable and some discrepancies were noted 






Table 6-1 Course / interview location information 
* In this study, ‘central belt’ incorporates Edinburgh and Glasgow, and the area          
between them.   









A once a week (for 4 - 5 















C once a week, for 20 
weeks, involved health 
















E 2 months, part of a pre-
employment training 
scheme, guaranteed 
interview on completion 
for a  health-related post 




F 2-3 hours, 1-2 days per 
week, for 1 year 




































K 2 hours, once a week, for 
2 years 
rural, north 
east coast  










Age Previous experience Occupation Course 
parts 
completed  








S2 female 35-40 administration, social 
issues related 
voluntary activity 
as above part 1 


















S6 female 20s housing association 
committee and social 
work volunteer 
parent both 












S9 female 35-40 health service administration both 
S10 female 50s member of church, 
volunteer for an 
animal charity 
not working both 
S11 female 40s child care volunteer parent both 













Age   Previous experience Occupation Course 
parts 
completed 






S14 female 30s nursery manager health promotion 
project manager 
both 
S15 female 30s volunteer youth 
worker 
parent both 










S18 female 20s graduate (rural health 
studies), interest in 




S19 female 20s graduate (rural health 
studies) 
literacy / health 
promotion  
both 
S20  female 25-30 occasional voluntary 




Table 6-3 Participant information - Stakeholders 
Stakeholder 
interviewed 
Gender Age HIIC-related role 
SH1 male 40s management  
SH2 female 50s development / 
assessor  
























T2 female 40s not available adult education 
tutor 























T7 female 35-40 not available project manager 
voluntary sector 


















worker at high 
school 




T13 female 50s health practitioner artist 
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Just before starting each interview, the participant was asked if they had received the 
information sheet about the research project and if they had any further questions.  
The aim of the study was reiterated and the conditions of the interview were 
described (see section 5.6 ethical considerations).  If the participant was happy to 
proceed, they were asked to indicate their agreement by signing a consent form.  
Once this was completed the interview began.  The length of the interviews ranged 
from eighteen minutes to two hours and ten minutes, with most taking between forty 
and sixty minutes.  One of the tutor interviews (T8 and T9) was a joint interview 
because the participants stated they did not have the time to be interviewed 
separately.  In the next section the stages of data analysis are described. 
 
6.3. Data Analysis 
In qualitative studies, data analysis can often start when the data collection or 
construction phase begins (Ezzy 2002).  The aim of this section is to describe the 
analytical process for this study.  There are many different techniques and forms of 
qualitative data analysis (for a review see Ezzy 2002; Ryan & Bernard 2000).  
However, the most appropriate analytical method for this research project was 
thematic analysis, which according to Ezzy (2002) involves identifying themes or 
concepts from the data.  The main characteristic of thematic analysis is that the 
classification of themes are not pre-defined prior to coding the data, rather their 
construction is informed by the data.  The process of identification is characterised 
by repeatedly reviewing the data, which were interview transcripts.  After conducting 
the interviews the analytical process was broken down into three parts: transcription, 
coding and interpretation (thematic analysis), although the last two stages were 
repeated a number of times.  Each phase is described in more detail below.   
 
Transcribing interview recordings can be problematic for the following reasons.  
Firstly, it can be time consuming and generates multiple pages of text, which has 
obvious implications for the amount of time needed for analysis.  Secondly, 
participants may be made anxious by using a microphone to record the interview 
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(Bryman 2001), although smaller recording devices can be used, which may help to 
minimise this concern.  However, according to Heritage (1984) there are a number of 
advantages in transcribing an interview.  First, a transcript represents an account of 
an interview when it is unlikely that the researcher would be able to recall what was 
said in sufficient detail (Silverman 2000).  Second, a written record of the interview 
allows for in-depth and repeated reflections on the data.  Third, transcripts give the 
opportunity for external scrutiny, for example, other researchers could assess the 
analysis.  The final benefit of transcripts is that the data can be re-used to inform 
further academic interests.  I would also add that if the researcher completes the 
transcription then they can also familiarise themselves with the data in greater depth.  
Transcripts for this thesis were generated by listening to an audio recording of each 
interview and then typing a record of what was said and by whom.   
 
After completing each interview, I reflected on various aspects of the interaction, 
such as the participant’s overall response and my communication style.  In addition, I 
made general observations about where and when the interview occurred, who was 
present, and how long the interview lasted.  These points were recorded onto a cover 
sheet which was attached to the respective interview transcript.  The next phase of 
data analysis was coding. 
 
Coding interview transcripts involves dividing data into units of meaning which are 
variable in size, for example, phrases, sentences or paragraphs (Basit 2003).  Then a 
label or code is allocated to that particular unit of meaning.  According to Seidel and 
Kelle (1995) the purpose of coding is to identify and collect examples of relevant 
events; and to explore these events for similarities, differences, patterns and 
structures.  The early stages of coding are usually exploratory and sometimes known 
as ‘open coding’ (Seidel & Kelle 1995) and as the analysis progresses the codes are 




The coding process began in March 2004.  The codes at this initial stage were 
descriptive and broadly reflected the subjects raised in each interview.  During this 
process, the transcripts were discussed with my supervisors and analysed in 
conjunction with reviewing the literatures outlined in Chapters 2, 3, and 4.  
Additional literature was also consulted which developed the analysis further.  
Subsequently, the coding schema became more abstract and conceptual compared to 
the initial stages.     
 
NVivo version 1.3.146, a software programme designed to analyse qualitative data, 
was used to assign the codes to each transcript.  The advantages and disadvantages of 
using computerised software have been debated elsewhere (Fielding 2002; 
MacMillan & McLachlan 1999; Richards 1999).  However, after reflecting on my 
experience of using this software, I would conclude that the main advantage related 
to the data management process.  For example, NVivo allows the user to produce 
coding reports which reproduce each segment of text relating to a particular code in 
each interview and collates them into one document.  Thus, using the software allows 
the researcher to ‘splice’ the interview text into various segments.  However, this 
process may obscure the context and content of an interview.  To counteract this, I 
repeatedly re-read each transcript in its original form during the analysis phase.   
 
In the following four chapters, 7-10, the findings from this study are presented.  It is 
worth noting at this point providing some explanatory notes on presentation.  Firstly, 
as noted previously, three participant groups were recruited and are signified in the 
findings by the following abbreviations: SH – stakeholders, T – tutors and S – 
students; in addition, RP - the researcher.  Also each participant was allocated a 
number indicating the order in which the interviews were conducted.  For example, 
S1 was the first student interviewed.  Secondly, a phrase or word placed inside 
square brackets [ ], shows that text was added when the interview was transcribed.  
The main reasons for this were to clarify the subject to which the participant was 
referring.  For example, ‘It [HIIC] made me more aware about health’.  Grammatical 
refinements were also added on occasion to help the flow of the narrative.  In 
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addition, a record was made of a significant action during the dialogue, for example, 
[laughs].  The last modification related to omitting units of speech.  The addition of 
three dots … show where words have been removed from the dialogue.  This was 
done to avoid reproducing confusing or irrelevant segments of narrative.        
 
Finally, interview data are discussed in relation to other literature within each 
findings chapter.  Incorporating and discussing additional literature sources when 
considering the findings shows the analytical process as I reflected on participants’ 
accounts and consulted new material.  Furthermore, the accounts included in the 
findings chapters included a range of concepts, themes and issues.  Given that many 
of these were interrelated, I decided that it would be more concise to combine 
findings with segments of discussion, rather than presenting the findings 
descriptively followed by a more in-depth discussion chapter.  Chapter 11 includes a 
consideration of the findings in relation to the research questions and overall aim of 
this PhD.    
   
In summary, thematic analysis was considered the most appropriate process for this 
research project and involved identifying themes and concepts from the data, which 
was achieved through repeatedly reviewing the data or iterative reflection.  A coding 
schema was developed in conjunction with the analytical process.  Using computer 
software (NVivo) allowed for efficient data management.  However, it was 
recognised that both content and contextual data could be overlooked by basing the 
analysis exclusively on sections of coded and ‘spliced’ data, at the expense of 
considering the entire interview transcript.  In the proceeding four chapters, findings 
are presented for the following themes: ‘community’, ‘community capacity 







7. Findings - community 
This chapter explores the discussions with participants regarding their 
understandings of the idea of community.  I established previously that community 
was an important concept in the context of this research project.  Its importance can 
be summarised as follows:  first, at the time of writing there was political interest in 
the concept of community reflected in part by policies that aimed to strengthen 
communities and to encourage community members to address social and economic 
problems.  Second, community is one of the central themes in the HIIC course as 
participants explore the processes involved in taking action at a community level to 
tackle health related concerns.  Therefore, given the centrality of the concept of 
community in this project examining participants’ conceptualisations of community 
is relevant.     
 
The analysis of interview data relating to community is divided into a number of 
sections.  In the first two sections, I present how tutors and students expressed ideas 
about community.  The third section traces the shared meanings of community from 
the data, notably by participants with a community/health-related background.  In 
addition, I outline how community membership was reinforced and how 
communities can be defined by their boundaries.   Fourth, I present interview data 
that related to perceptions of community change.  Fifth, I highlight data that suggests 
that the meaning of community for some participants included an expectation of 
communal activity.  In the last section, I introduce the idea of ‘positionality’, which 
refers to where participants place themselves in relation to a community.  
 
7.1. Tutors’ understanding of community 
A common response from tutors was that the notion of community can have many 
different meanings: 
 RP:  One of the ideas from the course is around community.  I was 
 wondering if you could comment what you think community means? 
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 T12:  You can have communities within communities and communities 
 across communities. 
 
 RP:  The next question was about the term community.  I was wondering if 
 you could tell me what community means to you? 
 T11:  Eh, it’s got a million meanings, hasn’t it, community? 
 
 RP:  What does community mean to you?  Do you see it as geographic? 
 T8:  There are other communities, but it’s very difficult to identify them, but 
 there is communities within communities here. 
 
The above responses indicated that participants found it difficult to articulate a 
precise definition of community and that the concept is contestable. 
  
A geographical component to the meaning of community was also identified:    
 RP:  We’ve mentioned the word community quite a lot [in this interview], I 
 was wondering if you [could] say something about what you think that 
 means? 
 T1:  Well the obvious one is geographic…people who live in a particular 
 area…well to me they belong to a community…and certainly it’s always 
 been clear to me that we’re quite territorial in the way that we live…so it’s 
 [meaning of community] very much a geographical thing for me. 
 
In the above quote T1 suggests that community can be prescribed to groups of people 
living in the same area and that organising social relationships in this way was 
natural. 
 
Other definitions of community contained references to the actions or characteristics 
of a group of people: 
 RP:  What [does] community mean to you?  How do you interpret 
 community? 
    T6:  Community is…how people perceive others who have a similar 




 RP:  Could you say what community means to you? 
 T7:  It’s a collection of people who have some common bond…sometimes 
 it’s geographical or interest. 
  
 T11:  You’ve got community the place, but you’ve also got communities of 
 interest where there is…people who have a similar, share a similar identity 
 that group together. 
 
Some tutors alluded to the characteristics of a positive community, for example, 
where people consider each other’s interests.  One tutor described her community as 
a ‘safe’ one, which she considered a beneficial attribute in the context of contributing 
towards her children’s well-being: 
 T2:  I like the fact I’m in this small community, because my daughters…I 
 feel they were protected when they were younger, people knew who they 
 were. 
 
Understandings of community were also expressed as something felt.  For example, a 
‘sense of belonging’ existed when a person was comfortable with other people from 
that community: 
 T6:  There has to be a sense of belonging, I would say from my personal 
 view, yeah, a community is something that you feel that you belong to. 
 
 T11:  It’s, I think, it’s a sense of belonging to a group. 
 
 T13:  [Community means] at least being able to find a niche where there are 
 others within your area that you can…mix with and feel at ease with. 
 
T10 was the only participant who viewed communication as a feature of community: 
 T10:  So community has to have some communication in there and some sort 
 of framework of concern, whether it’s health, social, whatever, but some sort 




It is unclear if T10’s ‘framework of concern’ expression referred to a common 
interest or a communal environment in which community members were active in 
addressing problems and issues. 
 
Ideas of community were also related to professional practice, for example, T11 
makes the following statements:   
 T11:  I like working in the community and using community 
 development principles. 
 
 T11:  I feel in this area [location of work place] there’s a big sense of 
 community, so I’m quite close to other workers and residents in this 
 area. 
 
I would suggest that T11 used her professional role to construct her identity in 
relation to the community and other colleagues. 
  
In summary, participants were not always able to clearly distinguish between 
different aspects of community.  This may have indicated that tutors were unsure of 
an exact definition of community and / or that the concept itself is complex and 
contested.  Conceptualisations of community included a geographical component 
combined with an emphasis on how people interacted with others and their 
experiences within a particular location.  Aspects of a positive model of community 
were identified; for example feelings of security and community members being 
sensitive to each other’s interests.  The idea of community also had an emotional 
element, which related to a sense of belonging or feeling comfortable with others 
from that community.  One tutor understood community to include a communication 
network.  References to professional roles appeared to inform how some participants 




7.2. Students’ understanding of community 
Analysis of the students’ transcripts highlighted some similarities between tutors’ 
and students’ understanding of community.  For example, some students made 
reference to geographical location and others combined place and people by talking 
about the nature of social interactions: 
 RP:  Could you say what community means to you? 
 S19:  I suppose the area that you live in and the people that you interact 
 with everyday. 
 
 RP:  I was going to ask if you’d felt you learnt anything new about what 
 community meant? 
 S1:  Community can mean lots of things, it can be where you live, it can be 
 about a group of people with a common goal. 
 
 RP:  I remember [that] one of us mentioned the word community and you 
 said ‘that’s a funny concept or idea’…could you talk a bit more about what 
 you think community is? 
 S10:  Different concepts.  It could be the locale, the community you live in, 
 as in the area that you live in or there’s the community, i.e. the environment 
 of the people that you live in. 
 
 S8:  I would say probably [community], it’s the immediate area where you 
 live, but community can also be the people you socialise with or work with. 
 
The concept of community was also expressed as something felt: 
 RP:  What do you think community means? 
 S18:  Community means…kind of belonging a lot of the time, having a sense 
 of belonging to a group of people. 
 
Another participant identified that the term community can have multiple meanings:  
 S1:  Community can mean lots of things…it can be about a group of people 




A number of students reported that after participating in a HIIC course they had a 
broader sense of community, for example by considering a deprived area or people 
who did not interact with other local people as being part of the same community:   
 RP:  As well as health, the course looks at community.  Do you think you’ve 
 learnt anything new about what community means? 
 S9:  You tend to think [community is] the estate that you’re in…But when 
 you think about it…you’ve got to go wider than that…look at everyone…like 
 the more deprived areas and some people would think, ‘well, no that’s not 
 part of my community, cause I don’t stay there’, but you’ve got to do that 
 now, it’s the whole thing.  
 
 RP:  What do you think it [community] means?  Or what does it mean to 
 you? 
 S13:  There are people that live in the community who might be quite happy 
 to be on their own, but there are also people there who are too frightened or 
 don’t have the confidence to ask for help or to make friends, so that’s part of 
 it as well. 
 
For another participant it was a realisation of how a community functions: 
 RP: During the health [issues] course there may have been discussions about 
 what community means.  Did you feel if you learnt anything new about what 
 community means? 
 S6:  Erh, I would say beforehand I was, when you say community, you would 
 just think of where you live, that was it.  But the course showed, you know, 
 community it’s about how…a community bonds, how they work together. 
 
Some students also referred to characteristics of a ‘good’ community; for example, 
had clean streets, was tight-knit, felt safe and included intergenerational cooperation:   
 RP:  You mentioned that you’ve become much more aware of community, 
 you were reminded about the importance of that.  Could you say what 
 community means to you? 
 S20:  A good community would be…when the old and young mix as 
 well. 
 
 RP:  Could you make a comment about what community means? 
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 S16:  [It’s] about the community being able to work and play in a happy, safe 
 and healthy environment alongside one another, and share ideas…having a 
 common aim if you like. 
 
In addition, a negative sense of community was also described as when people did 
not work together to address issues, or when there was a lack of community spirit: 
 S7:  There was nothing to get into, nothing to get involved in because there 
 wasnae [was not] really a community there, you know.  It was, it’s fractured, 
 I don’t think anybody knows what a community is anymore. 
 
Some notions of community went beyond expressions of locating community in a 
geographical or residential area and included values and ideals (or aspirations).  For 
example, S4, who had decided to live in the community where he had been 
professionally involved in its development, referred to the meaning of community as 
being interested in your neighbours and included family ties: 
 RP:  During the course you may have had discussions about what community 
 means.  I was wondering if you learned anything new about that sort of idea? 
 S4:  We discussed it and went into it in depth again…we went into what does 
 community actually mean, going back to the family and traditional types of 
 community to modern communities with friends and neighbours. 
 RP:  Which do you relate to?  Or was it a mixture? 
 S4:  It’s a mixture, I’ve got strong family connections…so that’s the 
 community from that aspect…and then in a wider, interested in neighbours 
 to an extent. 
 
S4 then gave an example of how he provided his neighbour, who had recently 
survived a heart attack, with some information concerning available health services.   
 
Ideas of community were also defined beyond the confines of family, friendship and 
neighbourly ties and S14 and S8 talked about their understanding of community in a 
more generalised sense.  S14, who worked as a health promoter in a deprived urban 
area, used abstract terms when relating her understanding of community and 
presented an egalitarian version of community:   
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 RP:   I was wondering if you learnt anything new about what the word 
 community means? 
 S14:  I just think community in general…it’s not just about people, it’s 
 about areas and it’s about traditions and it’s about values…everybody being 
 given their place, it’s like an equality. 
 
S8, who had been a volunteer and was at the time of his interview due to start a full-
time job managing a community project, equated community to values of equality 
and inclusiveness and promoting the involvement of community members: 
 RP:  Where would you place your definition [of community] now? 
 S8:  I’ve real problems with this, as a community means all things to all 
 people…I think my sense of community means that you have to include 
 everybody, ‘cause I think that if you don’t, you’ve not won the argument, you 
 have to take everybody with you.  
 
I would suggest that these quotes represented descriptions of ideal communities.  
This might be understood as a reflection of professional identities, the values they 
have attached to their professional practice or signify motivations for being in a 
particular role.  However, it is difficult to determine whether the participants were 
referring to actual experiences of a particular community or just stating an aspiration.    
 
Reflecting on the comments made by S8, S13, S9 and S14 (see above), I would argue 
that they can be understood by applying the idea of a moralised concept of 
community (MCC).  Andrew Mason (2000) used the terms MCC and the ordinary 
concept of community (OCC) in attempting to explain the contested nature of 
community.  He argued that OCC consists of groups of people who share a variety of 
values and culture or way of life, who identify with the community and its practices 
and can recognise others as community members.  However, for a group to be 
considered a community in a moralised sense there are two additional stipulations.  
First, there must be solidarity or a level of mutual concern between the members of 
the community.  Second, organised systems of exploitation or injustice should be 
absent within the community.  According to Baker (1987: 35) ‘there can be no 
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genuine sense of community between degrader and degraded or exploiter and 
exploited- these relationships mock the very idea of community’.  Writers influenced 
by other ideologies, not just socialism, have written about the MCC.  For example, 
Mason cites certain feminists who have argued that members of a patriarchal society 
would be unable to form a community as the relations between men and women are 
essentially exploitative and inequitable (Frazer & Lacey 1993; Weiss & Friedman 
1995) 
 
However, interpreting ideas of community in this manner is problematic as 
communities are presented as utopian, offering a misplaced sense of security and 
comfort.  For example, Bauman (2001: 1) caustically states, the idea of community 
‘is like a roof under which we shelter in heavy rain, like a fireplace at which we 
warm our hands on a frosty day’.  An idealised view of community is also challenged 
by those who argue that communities are often arenas of conflict and division 
(Edwards 1997; Purdue et al. 2000; Shirlow & Murtagh 2004), for example as 
groups compete for resources and power (Brent 2004).   
 
An insight into how communities can be potential sites of conflict was offered during 
S17’s interview.  During a discussion about local interest in organic gardening, I 
asked the participant if she could explain her observation that this interest related 
more to a lifestyle identity rather than practiced: 
 RP:  Do you think they lack the skills [to practice organic gardening] or is it? 
 S17:  Well no, erm the ground is a thing for a start and in a crofting area, 
 everyone is very jealous of their own ground and everyone’s else’s.  I mean a 
 crofting area is the most jealous area you will ever come into. 
 
Other research has also explored conflict within communities.  For example, in a 
study concerning the impact of the development of the North Sea oil industry on a 
Scottish town, Moore (1982) found that despite the appearances of uniformity there 
were serious divisions in the community where self-interest was promoted just as 
much as solidarity or bonds of belonging.  It has been argued that divisions and 
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disunity are inherent in community politics, despite what community utopians might 
otherwise argue (Brent 1997).   
 
Notably, one participant, S7, did not feel that community lived up to an utopian 
ideal. Her observations about what community meant portrayed a fractured model of 
community, which consisted of groups of families and sub-communities, such as 
drug users or young people (see S7 above).  S7 reported that she also felt isolated 
from her community and found it difficult to relate to other people there.   
 
In conclusion, students expressed their understanding of community with references 
to geographical location, as a feeling and as a combination of place and people.  I 
have reported that some students had developed a more inclusive definition of 
community, which incorporated disenfranchised groups.  However, a number of 
participants also referred to experiences of dysfunction and disunity within their 
communities.  Traits of good and bad communities reflected the quality of the social 
relationships between community members.    
  
7.3. Shared meaning of community, boundaries and place  
After reflecting on the tutors’ transcripts, I noted that there was a similarity in some 
of the phrasing used when they expressed their conceptualisations of community.  
Another observation was that many of the tutors had similar professional 
backgrounds and worked as health promoters and or community development 
workers, which may help explain why they considered the idea of community in a 
similar way.  For example, T3 and T5, both health promoters who co-tutored 
together, spoke about the meaning of community in the following way:  
 T3:  I suppose because of my training, I’m a bit more wider in the sense about 
 community can be like a geographic location or a kind of group of interests. 
 
 T5:  [Community] could be people that live in one particular area…it’s 




In addition, T7, a voluntary sector manager, stated that her professional practice 
reflected community development principles and suggested community was: 
 T7:  It’s a collection, a collection of people who have some common 
 bond.  Sometimes it’s geographical or interest. 
 
In another example, T12, who worked in a Health Council, an organisation that aims 
to represent the interests of patients and the general population in the National Health 
Service, also had a background in health promotion and managing community 
projects: 
 RP:  Another one of the ideas from the course is around community.  Could 
 you comment what you think community means? 
 T12:  When I worked in health promotion, there were a number of us that 
 had different settings…well I had community. 
 
While it is reasonable to expect community-based workers to view community as a 
site for professional practice, this perspective can be problematic.  For example, in a 
USA qualitative study Drevdahl (1999) interviewed clinical staff and board members 
about their understandings of community.  They talked about community as a target 
market, which Drevdahl argued served to objectify the community and contributed to 
perpetuating an ‘us’ and ‘them’ discourse, hiding the mutuality between community 
members and practitioners.  
 
One way to understand the use of common phrases is to refer to Anthony P. Cohen’s 
(1992) Symbolic construction of community.  Cohen argued that the practice of 
formulating an analytical definition of community should be rejected and that it was 
more useful to examine the ways in which the term community is used.  Symbols, 
one of Cohen’s key ideas, are indicated by categories of social knowledge and can be 
overt in the form of rituals or covert as part of the meanings instinctively attributed to 
everyday things such as words.  Thus, I would argue that in using similar phrasing 
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tutors could be viewed as a community of community / health-related workers, who 
shared a common understanding about the idea of community. 
 
Cohen’s work is also relevant in the context of boundaries.  Some of the participants 
in this study alluded to how a type of community membership was defined.  Thus, in 
this sense the boundary of a community is constructed. 
 RP:  Is there a different sense of community among the crofters compared to 
 say the people living in this bit [main residential area]? 
 S17:  Not really, because a lot of people that live here are related to crofters, 
 but the division maybe is the incomer verses local, and the locals resent the 
 fact that incomers go on committees and you know, ‘how do they know 
 anything?  They’ve only been in the place five minutes’?  And I turn round 
 and say, ‘well, if you’re so damn bothered, why the hell don’t you stand for 
 the committee?’  Locals can’t be bothered or there’s a few who do, don’t get 
 me wrong, but there’s resentment that the incomer[s] are prepared to get off 
 their backside and do something. 
 
I suggest that S17 demonstrated community membership as defined by residency and 
contribution.  She made the distinction between an incomer, as someone who had 
moved into the area and a local, as someone who had lived in the area all of their 
lives.  S17 had moved to the area over fifteen years ago and organised a weekly 
activity in the local community centre.  This might explain why S17 was critical of 
the locals’ response to more recent incomers.  I would argue that S17’s community 
membership criteria was based partly on place of birth and level of contribution to 
the community. 
 
S20, who attended the same course as S17, expressed the boundary of community 
membership in terms of an individual’s contribution towards a level of perceived 
communality.  S20 implied that she had ‘just about’ satisfied this criterion for 
community membership and made a distinction between people she perceived as 
being considerate to other community members and those who were not:  
 RP:  So after you finished the course, do you think that you changed in 
 anyway?  Such as your…attitudes about the community? 
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 S20:  Yeah, I’m probably more aware of the community, because sometimes 
 you can be quite bad as well for just, well I’m not so bad, but you get some 
 people who are just out for themselves, all the time, aren’t they?  And they 
 don’t think of the community as a whole. 
 
S20 did not give any examples of how she thought ‘thinking about the community’ 
could be actualised into activities that made a contribution towards the community.  
Her involvement with the community was confined to helping at the local school 
with art-based activities during the summer holidays.  She did not express or indicate 
any planned interest in being involved with other community projects.    
 
It is interesting to compare how S20 and S17 actualised community membership, in 
that both referred to contributing to the wider community, yet S20 acknowledged that 
she ‘just about’ fulfilled this condition, while S17 took an exercise group for elderly 
people in the local community centre.  I would argue that S20 may have felt that her 
community membership was justified because she had grown up in the area, which in 
some way compensated for a reduced level of community activity. 
 
As noted, Cohen’s concept of boundaries is useful to consider in this analysis.  
According to Cohen, boundaries frame components and signify those elements as 
different to others.  For example, boundaries signify the beginning and the end of a 
community and establish its identity.  I argued that in the above quotes participants 
referred to the boundaries of their community, which poses the question of who is 
included as a community member, who is not and on what criteria community 
membership is based.  In the context of S17 and S20 community membership was 
based on length of residency and contribution to the community. 
 
The theme of birthplace or place of childhood was alluded to by S2, who coupled it 
to a sense of security.  S2 made a distinction between where she currently lived and 
where her community was.  S2 also stated that she had a distinctive outlook 
compared to others who had lived in the area for all of their lives.  In addition, S2 felt 
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a ‘danger’ in her current location and stated that she felt safer in the area where she 
grew up:  
 S2:  I live there, this is not my home, it’s not my community, because I see 
 completely differently the, say the way people who have lived there all their 
 lives do…my children have no fear walking to the shops and meeting the 
 neds [derogatory term for a young person]…but I feel the danger…whereas 
 where we [used] to live, that’s where we were brought up, that’s where we 
 feel safe. 
 
The distinction between lived environment and community could be explained by 
Bauman (2001), who referred to the fluid nature of modern society, for example the 
deregulation of the work place and changes in patterns of family life.  He also argued 
that the sense of durability and permanence that people drew from stable patterns of 
work, family and society have been lost.  In addition, ‘no aggregate of human beings 
is experienced as ‘community’ unless it is ‘closely knit’ out of biographies shared 
through a long history and an even longer life expectation of frequent and intense 
interaction’ (Bauman 2001: 48).  According to Bauman it is this experience that is 
usually missing and its loss is couched in terms of the ‘decline’ or ‘demise’ of 
community.  Thus, as S2 did not share the same biographies of history with people in 
her locality, she did not construct her residential setting as her community. 
 
In summary, this section presented data relevant to Cohen’s work concerning 
community, in particular community boundaries and symbols, which were categories 
of social knowledge.  The usage of common phrases when participants articulated 
their perceptions of what community meant demonstrated how the concept was 
symbolically understood and indicated that groups of people with similar 
professional roles may be viewed as a community with a shared understanding.  
Participants also made a distinction between residential location and ‘felt’ 
community – an emotional attachment.  This difference might be related to changes 
in modern society, which have influenced work, family and social patterns as sources 
of stability.  In the following section, I discuss the loss of community.   
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7.4. Change within communities 
Two participants described perceived changes to their respective communities by 
contrasting present experiences with observations about the past.  In the following 
quote S3, the oldest participant, who lived in a small ex-mining village between 
Edinburgh and Glasgow, implied a loss of a sense of community: 
 RP:  The course looks at what community means, I was wondering if you’d 
 learnt anything new about that?  Whether you viewed your community 
 differently or?  Or maybe how you viewed your community, what it means 
 to you? 
 S3:  Not really, because there’s sort, well we always, maybe it’s being a wee 
 village, [but] we’ve always had…a good community thing and that has fallen 
 away in recent years. 
 
S3 suggested that this ‘falling away’ of a ‘good community thing’ was because 
people lacked the time because of work commitments and because higher living 
standards enabled people to exercise more choice in where they spent their leisure 
time.  S3 argued that this change was inevitable and regrettable, but acknowledged 
that it also presented opportunities: 
 S3:  [continued from above] But I think that’s the same everywhere, and you 
 know, I don’t see any way of changing that. 
 RP:  Have you got any thoughts as to why it’s [‘a good community thing’] 
 fallen away?   
 S3:  I think it’s just everybody’s too busy working and too much money and 
 (laughs) you know, travel to [nearest city] and [nearest town] for nights out 
 and things like that, whereas before you went to the local pub and you stayed 
 locally and that was that. 
 RP:  Do you think that’s a negative change? 
 S3:  In some ways, but you know, it’s nice to be able to do that, but aye in 
 some ways, you have lost this…everybody working together and everybody 
 helping one another, aye it’s a shame in some ways. 
 
Changes in the community could be seen through responses to poverty.  For 
example, when S7 was younger her mother would occasionally borrow bread or 
butter from neighbours.  However, S7 doubted that such action would occur now; as 
it represented communicating to others an indication of deprivation.  This scenario 
 
 142 
could be explained by the individualisation of social problems.  According to 
Bauman (2001: 86) the processes of modernity have resulted in the individualisation 
of society, and grievances such as deprivation, have lost their ‘collective character’; 
consequently they are suffered and managed in isolation.  Thus, Bauman argues, 
people’s gains or misfortunes become viewed as the outcome of their own efforts or 
lethargy.  
 
In her interview S7 described past experiences and in response I questioned if she 
was perhaps idealising her memories of how community members related to each 
other:     
 RP:  Do you feel that has changed looking back over your lifetime?  Or do 
 you think that is romanticising it a bit? 
 
S7 began by recounting aspects of her childhood, spoke about her own experiences 
as a mother raising her children on a low income, and then returned to address the 
original question:   
 S7:   Coming back to what you said about ‘is that romanticising a bit’?  Aye 
 I would think probably because even way back when I was younger, it 
 wasnae [was not] any different to what it is today.  Families didnae [did not] 
 get on…together or …you couldnae [could not] just pop in and bother your 
 neighbour, whereas we always seemed to believe that, aye, they were all there 
 for us. 
 
However, S7 added that when she was younger she felt there was an expectation that 
neighbours would be supportive:   
 S7:  Whereas we always seemed to believe that aye, they were all there for 
 us, you know? 
 
The diminishing of this expectation may partly explain why S7 considered her 
community had changed.  According to Konig (1968) community is defined as a 
global society on a local basis.  He argues that the difference between the past and 
the present is not the loss or passing of community, rather it is the formation of new 
types of community.  However, for Konig a characteristic aspect of community is the 
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awareness of mutual bonds between people.  It is the fracturing of the mutual bonds, 
which S7 has perhaps experienced.   
 
In summary, the data showed that perceived changes to the community were due to a 
decline in the sense of communality, and to responses to poverty.  The consequences 
of these changes were positive and negative.  Whether community has been lost or 
reformed is debatable, although changing expectations may influence social 
relationships within a community.    
 
7.5. Expectations of collective activity 
Several participants spoke about community with reference to an assumption or an 
expectation concerning collective action.  For example, in the following quote T7 
implies that it is an indication of a community’s status:  
 T7:  It’s a nice end result of a lot of the work we do, particularly in the more 
 rural areas as well, it’s about that community being a bit more sustainable in 
 itself…if you have a good empowered community, they will come together 
 and do things for themselves. 
 
In contrast, a student (S6) who attended a course in an urban area described her 
current place of residence as a ‘bad community’ because there was a paucity of 
collective activity: 
 RP:  Would you say that you still feel your community is where you live?  Do 
 you relate to that more or?  
 S6:  Here…I would, to be totally honest, I would say [name of locality] is not 
 a very good community.  People don’t work together…this is a quite a bad 
 place to live.  You keep yourself to yourself, you’re ok.  I keep myself to 
 myself, so therefore I don’t get into trouble, but it is a bad community and 
 people don’t work together to tackle issues. 
  
The following participants S17, S20 and T13, drawn from the same course, which 
was delivered in a rural, remote highland area, spoke directly about their 
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understanding of the idea of community in terms of what they expected from a 
community: 
 RP: Does the word community have any meaning to you or is it not 
 something you’re [not sure about]? 
 S17:  To me community means everyone in the area pulling together as one, a 
 single unit. 
 
 S20:  What community means to me?  Oh, I think community is when you 
 kinda all work together, you know, and help, well you’re all there for each 
 other if you need be…I feel community is when you feel you can go and ask 
 your neighbour for help. 
 
 T13:  I suppose it [community] means all pulling together as a community, 
 sort of  group. 
 
As noted, this course took placed in a rural highland area and aspects of the physical 
environment informed T13’s understanding of community: 
 T13:  I would say up here, [there is] very much a sense of community, 
 because we all have to depend on each other.  You know, we have one bus as 
 day, so if you miss that bus…you have to start hitching, so people tend to 
 pick up hitchhikers willingly…if there’s a major electric failure, then we’re 
 all in the same boat…if the ferry goes off. 
 
I would argue that living in such an environment presented people with regular 
opportunities to reduce the ‘intimacy gap’, thereby fostering relationships between 
community members that influenced the development of a sense of community. 
 
It is helpful to consider the influential work by community psychologists McMillan 
and Chavis (1986) on the concept of ‘sense of community’.  They used factor 
analysis on responses to a list of statements about people’s lived environment and 
their neighbours.  McMillan and Chavis argued that a sense of community was 
characterised by the following: membership, influence, integration and fulfilment of 
needs, and shared emotional connection.  Based on these aspects, a sense of 
community was defined as ‘a feeling that members have of belonging, a feeling that 
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members matter to one another and to the group, and a shared faith that members’ 
needs will be met through their commitment to be together’ (McMillan & Chavis 
1986: 9).   
 
As highlighted in this section students and tutors stated their understanding of 
community in terms of working together, being supportive and helping each other.  
In addition, another student suggested that a poor community was characterised by a 
failure of its members to work together.  As McMillan and Chavis argued an aspect 
of a sense of community includes an understanding that needs are satisfied through a 
shared sense of obligation to other community members.  It is possible that T13 and 
S20 had experienced or had a belief in other community members offering assistance 
and support.  For example, during the interview with S20, we discussed the 
drawbacks of living in an isolated rural location and I asked if she had considered 
moving areas:   
 S20:  Yeah, sometimes I think, but I don’t want to live somewhere really 
 rough. 
 
S20 then talked about the various advantages of living in her present location and 
went on to state how she felt supported by other people in the area:  
  S20:  I’m feeling now that I’ve got quite a good sort of network, you know 
 if I was ever stuck, I’ve got a lot of  people I could rely on.  
 
In addition, T13 referred to communal assistance (see quote on page 144), although 
S17 who attended the same course did not refer to receiving assistance from other 
community members.  S20 and T13 expressed a sense that under certain conditions 
other community members could meet their needs, a function that helped to inform 
their sense of community.   
 
Research suggests, however, that expectations of aid from other people living in the 
same geographic area have limitations.  Philip Abrams, according to Bulmer (1988), 
explored the relationships within geographical communities in terms of the type of 
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support procured from neighbours, kin and friends.  Abrams suggested that personal 
care was shared between kinship groups whereas neighbours provided emergency 
support or help with practical tasks.  People limited their expectations accordingly to 
maintain a complex balance in neighbourhood relationships, for example, ‘between 
co-operation and privacy, helpfulness and non-interference, friendliness and 
distance’ (Allan 1983).   
 
Similar findings were highlighted in a report concerning Registered Social Landlords 
(RSL) and social capital in Scotland.  Burns et al. (2001) examined mutual support 
among co-residents in RSL areas and in a council housing estate.  RSL are registered 
with Communities Scotland by complying with the Housing (Scotland) Act 2001.  
RSLs do not trade for profit and their main objective is to rent housing to people in 
need.  In addition, RSLs have developed a broader role in community regeneration 
and promoting social inclusion (Social Economy Scotland 2005).  Burns et al. found 
that in a range of situations, reliance on local people for support was higher in the 
RSL areas for the following reasons.  First, the presence of local family members in 
RSL areas.  Second, the forms of support often involved a lower degree of intimacy, 
such as borrowing tools, and tasks reflecting mutual dependency, such as making 
sure a neighbour’s house was secure if they were away.  It was concluded that 
neighbours were less likely to be involved in more intimate interactions; for example, 
looking after children or borrowing money.         
 
In summary, some participants suggested that levels of collective functionality 
reflected both the nature of social relations among community members and whether 
living in a particular community was a positive or negative experience.  Among 
participants from one course, there was a common understanding that ideas of 
community involved forms of communal cooperation.  I have suggested that the 
physical environment promoted opportunities for reciprocal activity and contributed 
towards explaining the nature of social relationships between community members.  
Research suggests that a sense of community is formed in part through need 
fulfilment and a common emotional bond.  Other research reported that community 
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members’ expectations of aid from others was limited and that different forms of 
assistance are provided by family members and neighbours.  Some participants 
suggested that they experienced their needs being met by other community members 
and that this form of support was a major component of their conceptualisation of 
community. 
   
7.6. Positionality 
Some participants spoke about their understandings of community in a way which I 
would argue highlighted their ‘positionality’ to their idea of community.  For the 
purposes of this analysis, the idea of positionality relates to how individuals express 
their relationship to a community.   For example, using a formalised definition of 
community may indicate a degree of distance from a community.  From the data, I 
will highlight three examples.  First, the idea of community was used as a way to 
organise service provision.  T4, a community education / health worker, stated that 
community could be geographical or interest based.  However, she then talked about 
her involvement in targeting the HIIC course to various types of communities:   
 T4:  We’ve always found it difficult targeting the course…So it’s been quite 
 difficult to recruit to the course and we’ve tried both kinds ways of targeting 
 like geographic communities [and we] tried to target communities of 
 interest. 
 
In addition, T3, a health promotion worker, stated that her colleagues viewed 
community in a geographical sense, reflecting how their work was organised:   
 T3:  I still think we [colleagues] still say community, geography, 
 neighbourhood, where I live.  And for that reason, I think a lot of the 
 examples of the group projects that they do are based on a geographic 
 location.  I’ve yet to work with anybody that’s thought of it as a community 
 of interest. 
 
Viewed in this context, community is an abstract construction compared to more 
personalised references to community, for example when speaking about ones’ own 
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‘lived in’ community.  Thus, the concept of community becomes an instrument of 
professional practice.     
 
However, ideas about community formulated using a solitary feature such as 
geographic location or a single issue, such as campaigning to keep a cottage hospital 
open, may be problematic.  For example, Jewkes and Murcott (1996) suggested that 
once a particular issue has been addressed, attempts to work with the same 
community become more challenging.  They state that when ‘trying to generate 
interest in community involvement in health’, practitioners should consider that 
‘communities formed around one issue or characteristic may not share needs or 
interest in other areas and may not be very interested in getting involved in other 
issues as a group or individually’ (Jewkes & Murcott 1996: 562).  Thus, while 
identifying communities through geographical location might be more convenient for 
institutions, it may not always be the most appropriate method.  
 
Second, positionality to community changes over time and is negotiated.  For 
example, S12, a retired NHS manager, initially denied having any identification with 
his local geographic community related more to community based on his previous 
occupation.  I would argue this suggests that S12’s position to community appeared 
to be one characterised by distance and apparent indifference: 
 S12:  Community means so many things doesn’t it?  I mean community of, 
 town’s community, community of deaf people perhaps. 
 RP:  Which aspect of community do you relate to here? 
 S12:  Well I suppose basically my community would be the community of 
 health service workers, social services etc, that would be my community, I 
 think.  I don’t spend a great deal of time with the community at large.  I’m a 
 solitary personality in some ways…I take no interest in the community in 
 [town], can’t be arsed with it, you know. 
 
However, S12 went on to describe his involvement with a local music group and 
voluntary work with an advice service: 
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 S12:  I like just to dip in and out and not get involved in things you know.  
 [Pause] I suppose I do, well I suppose in a way I’m involved in the 
 community because I work for the [organisation], well do voluntary 
 work…and I also sing in a group. 
 
In this context, S12 appeared to accept that he was closer to the community than his 
initial response indicated.  Thus, in S12’s account his position in relation to the 
concept of community seemed to fluctuate from distance to involvement.   
 
It is possible to view how ‘positionality’ was negotiated from S5’s account.  S5 
indicated that she had not considered herself to be part of the local community and 
described a sense of isolation: 
 RP:  During the course there may have been discussions around what 
 community meant as a concept.  I was wondering if you’d felt that you’d 
 learned anything new about what community means? 
 S5:  Yeah, because I hadn’t looked at, hadn’t even thought really about living 
 in a community.  I lived in the village, you know, didn’t relate to anyone in 
 the community, we just lived our own life, kept ourselves to ourselves 
 basically. 
  
Elsewhere in her interview, S5 spoke about her involvement with a community group 
project contributing to her feeling part of the community.  However, she also 
explained how her current work commitments meant that she had reduced her 
involvement with the group project and as a result, she no longer saw herself as part 
of the local community:   
 S5:  I’m not as involved with my own community now, unfortunately…I 
 mean partly that is because I’ve been working full-time, I’m studying, I’m 
 doing the cooking [health related project] as well, I just don’t have the time. 
 
S5’s positionality to her immediate community was predicated on her active role in a 
project.  In this context, S5 did not describe herself as involved in her community as 
she was not as active in the project as she had once been.  I would argue that S5 
initially felt isolated from her community then renegotiated her position using her 
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involvement in a community project before withdrawing again because of other 
commitments.    
 
Third, some participants talked about the idea of community in an abstract way and 
made reference to a formalised definition; in this context community was expressed 
as an external construct, rather than as a personal experience:  
 S14:  Well, there was a definition certainly and I can’t remember it [laughs]. 
 T6:  Community?  Oh God, what 3 years later and oh deary me, that’s three 
 years at uni and I still didnae [did not] get that. 
   
 RP:  Could you make a comment about what community means? 
 S16:  Right, now that’s a word [that has] cropped up a lot on different courses 
 that I’ve done, including rural development, I have to say. 
 
S16 then talked about community as a coming together of a group of people and 
articulated a contrast between a formal definition and a more personal one: 
 S16:  For myself, community here is about the community being able to work 
 and play in a happy, safe and healthy environment.  
 
The above examples illustrate that participants expressed an understanding of 
community that was external and distant.  In a qualitative study examining how the 
term community was used by community / health related professionals, Jewkes and 
Murcott (1996: 559) argued that participants also spoke of community with 
‘metaphors of distance’.  For example, working with the community meant ‘getting 
access’, ‘tap into’ or ‘to go and meet’.  Jewkes and Murcott suggest that participants 
were referring to a notional community with which they worked, although they did 
not view themselves as being members of that community. 
 
In summary, the idea of positionality relates to how individuals express their 
relationship to a community.  Ideas of community might be considered in an abstract 
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sense when used to organise social or health provision.  However, community 
identity can be formed from more than just a single feature and may change.  I have 
argued that positionality can be negotiated through actions, for example involvement 
with community groups, and can be characterised by distance or closeness.  Some 
participants used formalised, received or personalised definitions of community.  Use 
of the former may indicate that a person is making a distinction between a notional 
community, formed through their professional role or academic learning rather than 
the community of which they were a member.      
 
7.7. Conclusion 
The data constructed from this study suggests that the idea of community can be 
difficult to articulate precisely.  The meaning of community was related to a range of 
references including geographical location, emotional attachment and particular 
forms of social relationships.  A distinction was made between a ‘good’ and ‘bad’ 
community.  Broadly, a ‘good’ community was one characterised by collective 
activity, security and a consideration of other members’ interests.  However, features 
of a ‘bad’ community included incivilities and a lack of communal cooperation.  
Membership of a community was linked to length of residency and community 
activity, with the former being a more stable and acceptable criteria, whereas the 
latter depended on action (to maintain the activity) and the support of the wider 
community.  For example, one participant stated that some community members had 
expressed hostility towards newer members seeking to be involved with local issues 
through various committees.  
 
I have argued that participants’ professional roles informed conceptualisations of 
community.  Classifying communities on the basis of geographical area or as interest 
groups was identified as informing the delivery of health promotion / community 
development provision.  Participants with a community or health-related professional 
background appeared to express shared understandings of community and both 
formalised and personal definitions were reported.  I also argued that descriptions of 
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idealised communities reflected participants’ values or methods of working with 
community groups.   
 
Perceived changes to community life were based on material issues; for example, 
higher standards of living and greater leisure opportunities meant that community 
members could spend time outside of their geographical community.  In addition, the 
reduced expectation that one could rely on other neighbours for assistance was 
identified as another change.  However, participants from a rural highland area 
referred to an expectation of communal and reciprocal activity in their accounts.  I 
also argued that aspects of the physical environment influenced the frequency of 
opportunities for communal activity, which could nurture and sustain a sense of 
community.  The term positionality characterised the relationship between a 
participant and their idea of community.  It was argued that distance between a 
participant and their idea of community was signified by the use of formalised 
definitions of community or when the ideas of community were used to inform how 
provision was delivered.  In addition, positionality was negotiated based on 
community activity and fluctuated between distance and closeness.   
 












8. Findings – community capacity building 
As I highlighted in Chapter 4 community capacity building (CCB) is a term used in a 
variety of contexts, for example health promotion, urban regeneration and 
community work, and is cited in policy documents and official publications.  In the 
UK the use of CCB terminology is a relatively recent occurrence, although it has 
been argued that the notion of CCB is an elaboration of previously used ideas, such 
as community development and community empowerment (Gibbon, Labonte, & 
Laverack 2002).   
 
Viewing CCB as a number of  dimensions or characteristics is one attempt at 
deconstructing the idea (Goodman et al. 1998; Labonte & Laverack 2001b).  For the 
purposes of this thesis I focused on four dimensions, participation, links with others, 
resource mobilisation and role of outside agents and used them to construct a model 
of CCB.  The reasons for doing so were as follows: These four dimensions broadly 
reflected the other models of CCB that I reviewed.  Second, they gave a concise 
representation of CCB, which compared to others, for example Goodman et al.’s 
(1998) model with ten dimensions, represented a more manageable and appropriate 
interview tool.  Third, these dimensions are not context specific and could be 
relevant in different settings, which is an important consideration; Baker and Teaser-
Polk (1998: 282) stress the need to ‘remain open to the various ways in which these 
dimensions may be operationalized because these operationalizations may vary by 
community’.   
 
In this chapter, transcripts from tutor and stakeholder interviews are analysed to 
explore the concept of CCB.  In addition, one student interview was highlighted as 
that participant spoke explicitly about capacity building.  This chapter is divided into 
the following sections: the participants’ understandings of CCB, which also 
examines how CCB might be recognised and whether participants found the term 
helpful to describe their experiences.  CCB related concepts are examined followed 
by data from the CCB paper exercise.  
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8.1. Understandings of community capacity building  
One way in which I explored the meaning of CCB was to discuss with participants 
their understanding of the concept.   
 
In this study, stakeholders were participants who had an involvement with HIIC at a 
development, policy and management level.  Comparing how stakeholders defined 
CCB reveals that SH1 emphasised encouraging an individual’s potential, whereas 
SH2 and SH3 referred to collective action:    
 RP:  Could you explain in the context of HIIC, how do you think CCB is 
 defined or understood? 
 SH1:  In the context of HIIC, I think for me there is stuff about building 
 individual’s capacity to act on life circumstances, to act on issues within 
 their own communities. 
 
 RP:  In the context of HIIC how do you think CCB is defined or understood? 
 SH3:  I think you take a fairly pragmatic view of what CCB might be and in 
 the context of HIIC it is very closely related to the idea around what 
 community development is as well.   
 
 SH2:  I think the building capacity part relates to that community developing 
 particular ways of thinking about health and inequality together and taking 
 some kind of action, so that there’s greater capacity to work together. 
 
SH2 then gave examples of activities that in her opinion demonstrated the building of 
a geographical community’s capacity: 
 SH2:  That I would call CCB, [when] something happens in the community 
 as a result of a group of people taking action. 
 
The above quotes suggest that CCB was considered as being initiated either at an 
individual or at a community level.  Some authors have conceptualised CCB as 
acting at an individual level, such as: 
 [c]apacity building can be characterised as the approach to community 
 development that raises people’s knowledge, awareness and skills to use their 
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 own capacity and that from available support systems, to resolve the more 
 underlying causes of maldevelopment; capacity building helps them better 
 understand the decision making process; to communicate more effectively at 
 different levels; and to take decisions, eventually instilling in them a sense of 
 confidence to manage their own destinies. 
(Schuftan 1996: 261) 
Others have emphasised collective action; as Smith, Baugh-Littlejohns and 
Thompson (2001: 33) state, CCB is ‘the degree to which a community can develop, 
implement and sustain actions for strengthening community health.’  However, 
applying some of the debates in the empowerment literature is one way to resolve the 
tension between individual and community level CCB.  Rissel (1994) suggests that 
empowerment can be both at an individual and community level and argues that a 
distinction between these two levels can be made.  Individual empowerment can be 
defined as ‘a feeling of greater control over their own lives which individuals 
experience following active membership in groups and organisations, and which may 
occur without participation in collective political action’ (Rissel 1994: 41).  
Community empowerment includes the following, a heightened psychological 
empowerment among its members, ‘a political action component in which members 
have actively participated, and the achievement of some redistribution of resources 
or decision making favourable to the community or group in question’ (Rissel 1994: 
41).                
 
When talking about their understanding of CCB, tutors referred to developing 
people’s competencies: 
 T4:  My understanding of that [CCB] now is about giving people skills, about 
 building the capacity of the community, the skills within the community. 
 
 RP:  You saw [CCB] as increasing an individual’s skills? 
 T5:  Skills and building their confidence, each individual, and that 
 community can, if they are given the information and support, [they] can 




 T6:  It’s about building skills, it’s about having a stake in the community, it’s 
 about you having a say, it’s about your…own experiences and being able to 
 build on that to actually make any changes and to sustain it in your 
 community. 
 
 T3:  CCB is about ensuring people have the skills to have that involvement. 
The above responses support the view that developing skills is an aspect of CCB.  It 
has been argued that one of the purposes of capacity building is to develop the skills 
of individuals (Laverack 2005).  Indeed, other academics have incorporated a 
specific skill dimension in their conceptualisation of CCB (see for example 
Goodman et al. 1998).   
 
A critical interpretation of the notion of equipping people with skills is that this 
implies that the skills were previously absent.  In other words, it reflects a deficit 
model, which is based on ‘needs, deficiencies and problems’ rather than 
‘discovering…capacities and assets’ (Kretzman & McKnight 1993: 1).  An 
unfortunate consequence of focussing on what is lacking in individuals or a 
community is that it potentially downplays the effects of ill-health, poor housing, 
education and employment status on opportunities (Statham 2001).  Taking this point 
further, it has been argued that the objective of capacity building projects should be 
to address the ‘inequalities of resources and opportunities’, rather than the 
‘inequalities of abilities’ (Warburton 1998: 27). 
 
However, the role of developing skills should not be underestimated in the context of 
empowering people so that they can tackle issues and concerns.  Guy Steuart, 
according to a review of his work (Steckler et al. 1993), argued that developing the 
capabilities of individuals and communities to create the environment required for 
resolving health and social problems was just as crucial as ameliorating particular 
health outcomes.  In describing the role of community workers, skill development 
was considered to be a crucial function in supporting communities to forge the 
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necessary skills to participate in a manner that was appropriate to them (Croft & 
Beresford 1992).  
       
S14, a manager of a healthy eating project, was the only student who used the phrase 
‘capacity building’ when talking about why she found her HIIC assignment 
challenging: 
 S14:  I think it’s just trying to put into words, what you fill in is quite 
 difficult, ‘cause you can be quite passionate about things, but trying to 
 put them into words that are going to convey your passion about something.  
 Also we all kind of mixed up…the jargon words like empowerment, 
 capacity building, erm community involvement, things like that. 
 
Later in the interview, I returned to the issue of CCB and asked S14 if she thought 
there was anything different about CCB compared to community development: 
 S14:  Our management group is a volunteer management group and I would 
 actually class this as capacity building…there were very different levels of 
 experience to start off with, but they probably weren’t as confident or 
 developed as they are now, especially when maybe in responding to requests 
 and agenda setting…but within the work that they have done managing 
 myself…by the work they’ve done attending training courses…they’ve come 
 on board with helping us with events, the capacity building that [has] gone on 
 in that to me…that’s where I see it. 
 
S14’s illustrative example of CCB mirrors the views raised by T4, T5 and T6 above: 
that CCB involves equipping people with skills, which is also one of the features of 
the ‘bottom-up organisational approach’ to capacity building (Crisp, Swerissen, & 
Duckett 2000), which emphasised the desirability of training that was beneficial to 
individuals, organisations and communities.  In a report for Scottish Homes, 
Chapman and Kirk (2001) summarised research evidence of CCB activities and 
argued that there was a mistaken assumption that capacity building was another 
name for community training and skill development schemes.  According to 
Chapman and Kirk, capacity building signifies broader concerns than just training 
programmes, because the ultimate aim of capacity building is for communities to 
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control and own the development process.  Training courses, while providing a 
positive resource for volunteers, are not a panacea; as Jupp (2000: 44) states, 
 [r]eal capacity building involves giving groups the independence to manage 
 resources.  Not just training them in how to work on committees.  Training is 
 often helpful, but it is not sufficient in its own right. 
 
Stakeholders were asked how they might identify CCB occurring.  In response, SH1 
cited examples of two HIIC students.  One had developed an interest in men’s health 
whilst participating on the course and had subsequently become involved in his 
community.  For the second, the course had acted as a catalyst for becoming a 
 SH1:  Much more effective activist if you like, also giving her a point to 
 reflect on her learning…subsequently, [she has] gone back and finished her 
 degree [and] gain employment in the area that she is active in…She is now 
 seeking to become a tutor for HIIC. 
 
 
Other stakeholders discussed the idea of using specific indicators as a way of 
recognising if CCB occurs: 
 SH2:  Well in some cases, I know for example that community education 
 now has one of its performance indicators is that CCB is built as it were…and 
 that’s got a particular range of performance [which] links to kind of 
 awareness raising, action, people being able to do things they couldn’t before. 
 RP:  You sounded a bit unsure about the idea of these performance indicators. 
 SH2:  I am slightly cynical about their implementation…community capacity 
 is such a complex, slippery concept…[that] getting it down to a few 
 performance indicators that you are supposed to…be able to measure, seems 
 to me difficult. 
  
 RP:  How do you think CCB could be recognised to be taking place in 
 different communities? 
 SH3:  Some kind of sensible framework of indicators that doesn’t completely 
 dominate the work. 
 
In addition, SH3 referred to the level of an individual’s involvement in their 
community, professional practice and project outcomes: 
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 SH3:  I suppose some of it is about the extent to which people are involved… 
 and you also need to look at professional practice within local 
 organisations…to the extent to which [for example] public health 
 practitioners are actually operating in ways that are more conducive to 
 involvement…[Although, if you were] a community development 
 worker…you could answer in much more immediate ways…it’s about 
 people’s confidence, people’s involvement, whether issues were getting 
 addressed in immediate and practical ways. 
  
Other research has examined community involvement at a population level.  
Williams (2005), using data from the 2000 General Household Survey, argued that 
people from the most affluent wards were more likely to be engaged in community-
based groups compared to people living in deprived wards, where ‘community 
involvement is more orientated towards one-to-one aid in deprived wards’(Williams 
2005: 34).  One of the implications of Williams’ argument is that promoting 
community involvement through community-based groups in certain areas, as a 
method of encouraging community harmony or to deliver assistance to those in need 
might be problematic.  Thus, caution should be exercised when using ‘involvement’ 
as an indicator of CCB as there can be different forms of involvement.        
 
A few participants likened CCB to community development:     
 RP:  I’d like to turn to the community capacity building idea.  I was 
 wondering if that was meaningful to you at all? 
 T1:  Yeah, I think that’s one of those, I mean it’s a real jargon phrase.  Much 
 of this is jargon and normally I tried to avoid, but I suppose I slip into it as a 
 short hand.  I’m not a big fan of community capacity building because I don’t 
 think it necessarily is any better explaining what’s going on than community 
 development is. 
 
 RP:  Have you heard of that phrase [community capacity building] in your 
 work? 
 T11:  Erm, yeah, yes I have, we’ve got a community capacity building project 
 in [place] down the road. 
 RP:  I was wondering what your thoughts were on the term, such as do you 
 think it’s a meaningful phrase or do you think it’s a bit of jargon? 
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 T11:  I think it is a bit of jargon, yeah, I don’t think it’s that dissimilar to 
 community development…but to me I’m not quite sure of the difference, but 
 I think…[CCB] is just like you know…community development, developing 
 communities abilities and aspirations.   
 
Similarly, in a piece of research exploring views about the concept of capacity 
building, it was noted that workers who had experience of community work tended 
to compare CCB with community development (Hawe et al. 1998).   
 
However, other tutors reported that CCB was a jargon phrase and was not 
particularly meaningful: 
 RP:  Is the phrase community capacity building meaningful to you? 
 T12:  Well, I know what it’s supposed to convey, but I don’t like the phrase 
 community capacity building, ‘cause I think it’s jargon and people think 
 ‘what?, what is that?’.  So no it’s not meaningful for me…I think it’s too 
 jargonistic basically…It’s a bit condescending [laughs]. 
  
 T3:  I think community capacity building is a terminology we use a lot in 
 work, but I do think it’s a bit kind of a jargon. 
 
 T7:  To me it means…jargon from the Scottish Executive and it means that, 
 this is my cynical side coming out, it means that we add this into most of our 
 funding applications, because it’s what people want to hear. 
 
The above responses demonstrate a sense of scepticism about the use of certain 
terminology.  T7’s sentiments can be found elsewhere; for example Banks and 
Shenton (2001), who interviewed participants of CCB schemes in the North of 
England, found that CCB was just viewed as a new word for community 
development.  In addition, where previously projects were known as ‘promoting 
community development’, they were now labelled ‘capacity building’ just to satisfy 
funding criteria.  Fraser (2005) in a recent article about community participation 
identified a number of questions concerning the process of community involvement.  
Fraser (2005: 287) suggests that the ‘language used to represent the work’ and by 
what criteria resources are allocated, are important considerations.  Fraser wondered 
whether worthwhile work had been refused funding because it was not ‘framed’ by 
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fashionable terminology.  This issue of terminology was discussed by T1, who 
proposed that ‘CCB’ had replaced ‘community development’, because it was deemed 
more acceptable: 
 T1:  I think we’ve got to invent phrases to replace things that have become 
 jaded or have earned for themselves the feeling that it’s something we don’t 
 want.  I mean, I get the distinct impression that sometimes when communities 
 decide to take an issue up, it is seen as problematic and almost trouble 
 making and if it is described as community development that might give it a 
 little bit of bad press.  Perhaps CCB was put in place to alleviate some of 
 those negative concepts attached to community development, and that’s not a 
 bad thing. 
 
The proposition that CCB represents an acceptable ‘face’ of community development 
has been suggested by others.  For example, Gilchrist (2003b: 18) argued that CCB 
materialised in policy statements as a way of planting community development 
values and methods into ‘what would otherwise have been rather technocratic 
strategies for regenerating deprived neighbourhoods’. 
 
However, although T4 also considered CCB to be jargon, she did not appear to be 
resistant to the introduction of new terminology:  
 RP:  Do you feel the phrase community capacity building is meaningful to 
 you? 
 T4:  It now means something to me…I think jargon changes all the time and 
 you have to tune into what is the jargon of today. 
 
The response of one tutor suggested that CCB was meaningful in a specific context. 
 T5:  I think if you were talking about CCB as increasing each individual’s 
 skills [so] that community [can] build on its abilities, I think it does have a lot 
 of meaning. 
  
T6 suggested that CCB could have multiple interpretations: 
 T6:  I think [CCB is] likely to mean different things to different people and I 
 think organisations or institutions [are] likely to have a different take on what 




T10 (a health professional) and T13, (an ex-health professional) co-tutored a course 
in a rural highland area.  Both tutors appeared to be unsure of what CCB meant: 
 RP: One of the other ideas I am looking at as part of this project is this phrase 
 ‘community capacity building’.  I was wondering if you feel this is a 
 meaningful phrase in relation to the health issues course? 
 
 T10:  What do you mean by community capacity?...I mean when I read that, 
 when I got your letter [information sheet about the interview and study], I 
 assumed you meant like the potential for developing the community. 
 
In the interview with T13, I gave a personal view about what CCB meant, for two 
main reasons.  First, an interview is a two-way process whereby the participant and 
the researcher are both involved in the process of constructing data.  Second, I was 
responding to a direct question from T13 who asked me to clarify the definition of 
CCB.  At the time I felt that it would have been inappropriate not to have replied in 
the way that I did.  In addition, I have taken the view that as participants were willing 
to share their views, it would seem incongruous not to reciprocate within reason.     
 RP:  [referring to earlier in the interview]…it sounds like you may not be too 
 familiar with the phrase community capacity building, is that right? 
 T13:  No [laughs]. 
 RP:  OK so it’s not meaningful to you? 
 T13:  No.  What does it mean? 
 RP:  Well, personally I think it’s community development under a different 
 name. 
 T13:  It’s a different bit of jargon? 
 
Despite T13 admitting that she was unsure what CCB meant, she completed the 
exercise fluently with minimal guidance.  I would argue that T13 was able to engage 
with an obscure idea (CCB) and apply it to her own experience.  Likewise, in a 
Canadian qualitative study exploring factors affecting the use of community 
development approaches to heart health promotion, the authors reported that some 
participants considered community development a ‘buzz-word’.  However, after 
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community development was explained by the researchers a participant concluded 
that ‘I guess we may be doing it’ (Robinson & Elliott 2000: 222). 
 
Reflecting on the joint interview with T8 and T9, I would suggest that their 
understanding of CCB seemed unclear as they did not answer this question directly 
and instead spoke about promoting the HIIC course: 
 RP:  Would you say community capacity building is another term for 
 community development? 
 T8:  I’d probably see it as two-fold, I think community capacity building, but 
 I also think it’s a raising awareness of the course for other people.  And I just 
 feel that for me it’s almost fifty-fifty, I don’t know maybe not, maybe 
 forty-sixty, I don’t know, but confidence and capacity building, community. 
 T9:  Yeah, there is an awareness raising and especially with regard to trying 
 to affect the decision makers. 
 
The idea of CCB was considered useful as one tutor suggested that the phrase could 
indicate a particular way of working with communities: 
 T1:  But I do think [community capacity building] does say a wee bit about 
 what we want to go on in this.  I guess people take from it and that is to 
 strengthen again, the ability of local people to do something that improves 
 their area, raises an issue in their area, draws funds into the area or skills and 
 trains people to do something that improves their life and the life of the 
 community. 
 
Hawe et al. (1998: 288), in an article examining how health workers understood 
capacity building, reported that  ‘[t]here was general consensus about the need to 
confront the term ‘capacity-building’ and make sense of meanings attached to it’.  
 
8.2. CCB and other concepts 
At a stakeholder level, CCB was commonly understood as being linked to 
community development, although slight variations were expressed regarding the 
nature of CCB:   
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 RP:  Do you think CCB and community development are the same or 
 different things? 
 SH3:  I think they share a similar value base. 
 
SH2 conceptualised CCB as a result of community development: 
 RP:  What do you think is the difference between community development 
 and capacity building?  Or are they just linked? 
 SH2:  They are extremely closely linked.  I suppose CCB is an outcome of a 
 community development process; that is how I would link it really.  But as 
 we both know defining CCB [laughs] is a complex and difficult area, but for 
 me the defining point is that it’s about community, not about the individual 
 building their capacity. 
 
SH1 questioned whether CCB was underpinned by values and suggested that it was a 
process. 
 RP:  How do you think community capacity building and HIIC are linked? 
  SH1:  Integrally…because HIIC is focussed at, I think at a range of levels and 
 for me because CCB operates at a range of levels as well, I think they do link 
 in very closely…there is something more about with HIIC that is actually 
 based on a set of values, which kind of underpins values of social justice and 
 equality and equity as well.  Whereas, we might say we could build capacity 
 in communities to do a variety of things…I am thinking about [seeing] CCB 
 as a process. 
 
The stakeholders’ discussions indicated a reluctance to categorise CCB as the same 
as community development, but an acceptance that the two concepts were linked.  
According to Kenny (2002) a tension that community development workers 
sometimes face concerns the new ways in which their work can be described.  Kenny 
(2002) also suggests that if one accepts that community development is based on a 
commitment to change and self-determination, then new discourses, of which 
capacity building is one, should be embraced and yet there is ‘ambivalence in the 
field about how to respond to such new discourses’ (Kenny 2002: 286).  However, 
Kenny’s argument is based on a particular assumption about community 
development, which does not acknowledge a tradition of confrontation and conflict 
found in other community development approaches (see for example Alinsky 1972), 
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which might influence some practitioners to challenge and resist adopting new 
terminology that describes their work. 
 
I asked a number of tutors if they saw a difference between CCB and community 
development.  The responses demonstrate a fluidity in thought dialogue as 
participants negotiated ideas, and organised and refined their opinions.  T3 initially 
referred to capacity building and not CCB and suggested that there was a difference, 
but she was unsure about her explanation: 
 T3:  Yes, I think there is a difference in that capacity building that I see is 
 more about knowledge and then as an individual.  Although if you are doing 
 it as a group collectively it is increasing the community capacity, but I don’t 
 know whether it is right or wrong, but I do tend to see community capacity 
 building as an individual thing, although it happens in groups, it impacts on 
 the individual…so does community development, but it’s more about a 
 process and a benefit to the community, as below the process brings 
 individual benefits…I suppose you could build somebody’s capacity without 
 using community development. 
 
T3 suggested that in general terms CCB and community development were the same.  
She also argued that essentially the difference between the two ideas was that CCB 
was about equipping people with skills while community development was 
concerned with inclusion: 
 T3:  There’s probably slight differences [between CCB and community 
 development] … but I think maybe they’re broadly similar.  Community 
 development for me, is that involving people in the decisions that effect 
 them. 
 
T4’s account also showed a similar pattern by initially suggesting that CCB and 
community development were essentially equivalent.  Like T3, she was then able to 
identify and articulate differences between CCB and community development: 
 T4:  Maybe that’s the difference that I’m getting at here…community 
 development is a way of working, of involving people and listening to them 
 and people managing the things that affect them.  The capacity building bit is 




In comparison to stakeholders and some tutors, a number of other tutors considered 
CCB as being synonymous with community development: 
 RP:  So you see community development and capacity building as the same 
 thing? 
 T6:  I would yes, from my perspective.  I’m sure not everybody would agree 
 with that. 
   
 T7:  It’s the current jargon phrase for community development and it 
 doesn’t really mean much more than that. 
   
The similarity between community development and CCB has been noted elsewhere.  
For example, Smith, Baugh-Littlejohns and Thompson (2001: 31) state that ‘[i]n 
many ways capacity building is the essence of community development’.  In 
addition, according to Gibbon et al. (2002: 485) CCB is not a ‘new’ concept, rather 
‘practitioners’ should view the idea of capacity building as a ‘refinement of ideas 
found within the literature and practice of both community development and 
community empowerment’.   
 
In the discussion with T4 about CCB, she suggested that it was being superseded by 
social capital.  Describing the use of different concepts by health professionals 
(practitioners, policy makers and researchers) in the past ten years, Labonte (2004: 
116) argued that in the 1990s a new ‘social lexicon’ was introduced as, ‘[c]ommunity 
competence and capacity gave way to social capital.  Community participation and 
development yielded to social inclusion’.  According to Wallerstein (2002: 73), the 
idea of social capital has ‘displaced many other community-level protective 
concepts’ such as CCB.  However, Wallerstein argues that it is more reasonable to 
incorporate social capital as a dimension of CCB, for example, in relation to support 
networks (see for example Goodman et al. 1998), and considers social capital a 




8.3. Community capacity building interview exercise 
As noted for the purposes of this thesis CCB was conceptualised using four 
dimensions: participation, links with others, resource mobilisation and role of 
outside agents.  For the tutor interviews, I devised an exercise that was used as a 
discussion tool and as way to illustrate CCB.  The four dimensions were written on a 
piece of paper and I asked the tutors if the dimensions were relevant to their 
experiences of HIIC and if so, to record examples.  Each completed exercise can be 
found in appendix xiii.  In the following sections, I present each dimension from the 
exercise, discuss the idea of a missing dimension and finally, consider why two 
tutors found completing the exercise problematic.   
 
8.3.1. Participation 
After reflecting on the responses about this dimension, I would argue that different 
levels of participation can be identified.  The first level could be classified as 
‘internal’ and refers to discussions about participation being confined to the 
experience of the HIIC course.  For example, T10 noted that there were students who 
seemed more willing to take part than others who were reluctant and, according to 
T2, her group discussed how they might achieve participation:  
 T10:  You have some people who obviously participate more easily than 
 others, but we made sure that everybody did participate…well facilitated 
 participation, which meant, I mean we literally would tell some people to shut 
 up for a while (laughs)…let others have a go. 
 
 T2:  In relation to the course, we didn’t go out and do any participation, we 
 talked about it, we talked about how to participate. 
 
The second level, ‘developmental’, refers to a process of personal growth.  For 
example, according to T5: 
 T5:  The course gives individuals confidence to participate, encourages them 




T4 spoke about the course raising the students’ awareness that they had a right to 
participate.  According to Sidell (2002b: 62) facilitating individuals to participate in 
their community through raising their consciousness and confidence has been 
‘characterised as psychological empowerment’ (Rissel 1994). 
 
The third level, ‘agency’, characterises participation as an active process and 
includes involvement in decision-making processes.  As Sidell (2002b: 61) argued, 
‘[i]n order to participate, communities need access to the political structures, 
organisations and institutions which affect their lives.’  T1 and T4 spoke about 
various interpretations of participation, and T1 suggested that true participation 
occurs when people are involved at the ‘ideas’ stage of a process: 
 T1:  Participation…to me it only occurs, when we are talking about HIIC or 
 community development…when people are involved at the ideas stage, 
 everything before that is consultation. 
 
Otherwise, participation is really a consultation exercise.  I would argue that T6’s 
comments below demonstrate that for some students the course had an accumulative 
effect on deepening their involvement within their community, which began with an 
increase in self-worth:    
 T6:  Participation, is a huge part of the course, I would say, huge 
 importance…that’s about in the course, but also in the wider community…I 
 saw that happen…that evolved during the course as well, and that is in direct 
 relation to confidence as well. 
  
T13 did not make any comment while writing about participation, but wrote about 
the number of students attending the course and noted how: 
   T13:  All participants influenced something they felt was wrong in their 
 community. 
 
T11 identified how participating in a HIIC course had a positive effect on levels of 
participation: 
 T11:  I think from that group I worked with…their participation in the 
 community, it definitely increased. 
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To illustrate this T11 described a student who felt very passionate about being a 
parent and who subsequently found employment with Sure Start, a government 
programme designed to provide support for children in disadvantaged areas 
(Hodgson 2004). 
 
T7 discussed participation in the context of a greater appreciation and awareness of 
‘systems’, and raised the issue of voting in elections: 
 T7:  I can’t say that there’s been like [an] increase in voting, but they’ve [the 
 students] certainly, it’s like some of the conversations we had and then you 
 see a light going on in people’s head and… 
 RP:  It’s like engaging? 
 T7:  That’s a good word, engagement. 
 RP:  In community structures? 
 T7:  Yeah, government, systems…systems of control…more understanding 
 of it…and willingness to engage, i.e. voting. 
 
T12 argued that participation required resources and responsive agencies to deliver 
those resources: 
 T12:  Good quality participation, I would define that as the resource getting 
 to the people who would benefit most from it, and you could argue that they 
 would be people who are in communities who don’t participate…but there’s a 
 need for managers and strategists and planners and all the people that have 
 got the resources…to know more about it [HIIC]. 
 
8.3.2. Role of outside agents 
Discussions about  the ‘role of outside agents’ can be organised into two broad 
themes: how outside agents were represented and service provision.  Outside agents 
were portrayed in a number of different ways.  First, with a negative emphasis; for 
example, it was implied that certain agencies, whilst initially appearing supportive of 
the HIIC course, exploited the forum of the course as a way of engaging with 
community groups.  In addition, another agency was perceived as being characterised 
by anonymous and dispassionate bureaucrats: 
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 T11:  They [outside agencies] just thought the Health Issues in the 
 Community [course] was brilliant, because they could then consult with these 
 groups of people that had gone through the course, but [they] would never 
 provide them with transport…or any of the needs or means for them to 
 participate, like what we did for the course. 
 
T6 described her experience of going through a lengthy process of a funding 
application, which resulted in the funding body declining any resources: 
 T6:  Local people had to come up with a health agenda and you would then 
 apply to them [funding body] for potential[ly] five year funding…and then 
 [funding body] said, ‘no, you’re not good enough’.  We got through the first 
 stage, did everything, this was three years down the line after doing all the 
 work, and then they said, ‘no’, 
 RP:  and it’s a lot of hard work, 
 T6:  Huge amount of work…the workers time, the amount of resources the 
 community put in, the amount of consultation exercises we did. 
 
T2, who wrote a few words on her sheet, spoke more about this dimension and 
referred to the ‘wee grey men’, which portrayed a sense of anonymous officials who 
made pronouncements and then withdrew.  T2 also spoke about ‘wee grey men’ in 
the context of what type of person would benefit from completing HIIC: 
 T2:  The role of outside agents, now in the HIIC course we did look at that a 
 lot…because that was dead relevant to the stuff they were doing in the 
 community…that takes it back to who should be on the course, you know the 
 wee grey men in their wee grey suits that had the power…they just turn up 
 and pontificate on how life should be, rather than maybe get the handle on it 
 for themselves. 
 
An interpretation of T4’s comments below about this dimension was that she viewed 
outside agents as a negative influence and somewhat obstructive.  She spoke about 
people needing specific attributes to engage with organisations: 




Comments were also made regarding how outside agents needed to adapt a more 
reflective approach:   
 T4:  Organisational capacity building is about the ability of the organisation 
 to have the skills to engage with communities as well. 
 
 T1:  I also think that there’s a bit of capacity building needs to go on within 
 the services by the way, like health services and local authority…[so that 
 they] understand how not to exclude people. 
 
The role of organisations in the context of capacity building has been noted by other 
writers (Chaskin 2001; Crisp, Swerissen, & Duckett 2000).  Chaskin developed a 
multi-dimensional model of CCB, and in the second dimension, locates 
organisational activity as a level of social agency and argues that community-based 
organisations, service providers or development agencies might reflect community 
capacity through their ability to deliver their ‘functions responsively, effectively and 
efficiently’ (2001: 298) as part of a wider context beyond the community.  How an 
organisation adapts their service provision was considered by Yeatman and Nove 
(2002) who explored measures designed to assist community health staff undertake a 
health promoting role.  Yeatman and Nove argued that the organisational 
environment, ability to work in partnership with other stakeholders, leadership and 
commitment were important aspects in achieving change at an organisational level.      
 
The second theme identified in relation to discussions about CCB was service 
provision and can be characterised in a number of ways.  First, provision to facilitate 
or fund HIIC courses; for example T5, who had a health promotion and health 
psychology background, considered herself to be part of an outside agency in her 
role as a HIIC tutor: 
 T5:  [reading from completed exercise] Role of outside agents, I put, well 
 obviously we ran Health Issues course, I think of us as an outside agent, we 




 T9:  Like the role of outside agents, that might be the health board in a 
 supporting role. 
 T8:  [in response to T9] Right, so I think the role of outside agencies would 
 be, well obviously funding. 
 
Baker and Teaser-Polk (1998) argued that there are productive roles that outsiders 
can fulfil in encouraging CCB, for example as neutral facilitators or by providing 
research skills.  T12’s written response reflected this viewpoint: 
 T12: [A] coordinated approach need[ed] to be creative in how we use 
 resources.  Research role…Strategic role.  Money & people to develop in a 
 strategic way. 
 
Second, scrutiny of service provision by HIIC students.  During some of the courses 
tutors critically discussed the function of outside agencies.  T1 spoke about students 
identifying concerns they had and then discussing which outside agent could address 
this concern.  T1 suggested that this exercise helped students to recognise ‘the 
limitations of some helping agencies and people’.  T6 and T13 noted how: 
 T6:  Role of outside agents…aye, folk were able to challenge them. 
 T13:  Participants made contact with MP, local councillors, recycling 
 agencies and school authorities.  None would have done this before the 
 course.  
  
T7 spoke about a raised awareness concerning the function of outside agencies: 
 T7:  I think the [course] participants did gain a much better understanding  of 
 just what outside agents did and what they should do…and what 
 responsibilities they had. 
 
Experiences of service provision were also described; for example, T6 talked about 
the inconsistent nature of service provision: 
 T6:  Agencies, people were saying, were really good…you know, it comes 
 down to the individual workers, like their level of support say from social 
 work, would depend on who you get…it wasn’t across the board…sometimes 
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 that came down to, if you were in this area you were lucky, ‘cause you got it, 
 but if you were in that one, then forget it…people became aware of that. 
 
Third, service provision was described.  For example, T10 who facilitated a course in 
a rural highland area, noted agencies such as housing associations and the NHS that 
were connected to the issues raised by her students.  However, T10 also expressed a 
view, which was seemed based on her experience of working in the NHS, that it was 
difficult to establish what impact certain outside agencies had despite receiving 
considerable funding.   
  
8.3.3. Resource mobilisation 
Understandings of resource mobilisation can be categorised by tutors locating the 
‘resource’ either internally or externally to the course.  Internal resources were 
generated within the confines of the course’s influence; for example by the students: 
 T1:  Resource mobilisation…that makes me think of mobilising people’s 
 own interest in something…I have to think of the people as the most 
 important resource…mobilising somebody’s ability. 
 
T5 suggested that resource mobilisation could be applied to the course students as: 
 T5:  Being the resource and they gain skills from the Health Issues course and 
 these skills can then be mobile and transfer the skills to different things…in 
 their social lives or looking for a job. 
 
However, T5 suggested that she could not be definite about whether this had 
occurred because she no longer had any contact with the students.   
 
T6 described how participating in the course was an emotional experience for a 
number of her students and identified how this emotion was constructively 
channelled: 
 T6:  Our course was very emotional at times…and there was a lot of anger, 
 but it was how we used that…[it was] used positively to kinda turn that 




In addition, T6 went on to illustrate her above comment in the CCB exercise by 
writing the following: 
   
 anger used positively   raised questions why? who?  
      which led to action 
      realistic expectations 
 
T6 then went onto to state: 
 T6:  They [students] weren’t being dolly [unrealistically extravagant] about 
 it and sayin’, ‘we deserve Disney Land in our back garden, you know it was 
 quite realistic. 
 
Similarly, T7 talked about students from her course who after exploring the units on 
power, participation and social justice became more assertive in securing overdue 
repairs to their properties. 
 
External resources could also refer to assets procured from outside the course.  For 
example, T10 discussed the financing of a course in a rural area and the short-term 
nature of most funding: 
 T10:  The problem I think with that [resource mobilisation] though is the 
 rural versus urban costs…you would have transport…So to actually put a 
 course on…in this area would cost you a lot more money that it would do in 
 the town.  So it’s whether or not the resources would be allocated…usually  
 they are not given for long enough to allow anything to take place…you’ll get 
 annual  funding, [but it] need really to be about five years. 
 
T4 felt that resource mobilisation meant ‘attracting more resources’.  Initially she 
suggested that: 
 T4:  I don’t think there’s been [resource mobilisation] as a result of people 





However, as the discussion progressed T4 applied resource mobilisation in a wider 
sense and spoke about how her line manager was supportive of the Health Issues 
course because of its perceived impact on communities.  T4 argued that HIIC was 
part of a wider context in which her colleagues were developing a broader 
understanding of health, which had in turn led to the creation of specialised teams 
and projects to tackle inequalities.  Seeing the course as a resource in a wider context 
was a theme echoed by T12, who worked for a Health Council.  She identified that 
the Health Council had resources such as money, experience and time, but that it 
needed to be linked to strategic planning in terms of targeting the HIIC course 
towards people who would benefit most, including managers, planners and people in 
statutory agencies who were unaware of the course: 
 T12:  About things like capacity building, and they [are] just completely 
 missing it.  They need to be smarter and think about how are we going to use 
 the resources we’ve got already?  That’s people and you know resource[s] 
 such as the course. 
 
Other tutors were unclear about what resource mobilisation meant and asked for 
clarification: 
 T11:  What’s resource mobilisation?  Is that where like resources are used to 
 get courses off the ground? 
  
 T8:  Is that resources in terms of communities? 
 RP:  Yeah, I guess it’s what it would mean to you through your experiences 
 of the course…I thought that maybe, for example, a community group doing 
 the course and then getting funding…to do one of their projects…but there’s 
 only been one person who had that take on it…But then other people have 
 said, ‘well the people themselves who did the course were a resource’, so 
 there has been different takes on it. 
 
T8 then went onto to say: 
 T8:  I’m not sure about resource mobilisation…I was thinking of Sally 





T11 considered resource mobilisation in relation to the means required to support 
volunteers and to address the barriers to participation.  T11 also argued that more 
should be done to help HIIC students after they complete a course, for example 
notifying organisations about the availability of students who could be employed or 
work as volunteers.  In this sense, the students are seen as a resource: 
 T11:  I think that health issues in the community isn’t too different from my 
 degree course, which…enabled me to get this job.  There should 
 be…positions, paid positions for people…We’ve got the NHS desperate for 
 staff…they should be offering opportunities, there’s lots of organisations that 
 could offer real paid opportunities for people that do a course like this.  They 
 should spend more time looking at that as a vocational course in my opinion. 
  
 
8.3.4. Links with others 
According to T1, links with others was an important aspect of CCB.  Viewing this 
dimension in the context of collective action, T1, perhaps reflecting her community 
development background, talked about people uniting if they wanted to improve 
local provision, such as establishing a play scheme or if there was a concern that 
needed to be addressed:    
 T1:  [If] you’ve got an issue you want to agitate about, you…link with 
 others…[it’s the] essence of getting together for resources, help ideas, 
 strategies and that came out in HIIC. 
 
T1 also referred to the role of outside agents and more specifically the limitations of 
agencies, and stated that health was such a crucial issue that it should not be the sole 
preserve of a single organisation.  In addition, T1 discussed the idea of making links 
not just at a local level but globally and referred to a student who had gone to Canada 
to speak about a community project she was involved with. 
 
T11 spoke about HIIC students who had widened their social networks: 
 T11:  I think that’s probably one of the best benefits of the course, that there 
 is a lot of people that go onto to do a course like that who have been isolated 
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 and all of a sudden…they become part of a group and then linking in with 
 other organisations. 
 
During the written exercise, T5 wrote that through participating in HIIC the students 
had developed:  
 T5: Better social contacts. 
 
The idea that participating in a HIIC course helped students to overcome isolation 
was a theme that was also noted by T5 in her interview: 
 T5:  The person that was very socially isolated, [HIIC] made a huge 
 difference to them, they were mixing with people.  They were very quiet to 
 begin with and they came into their own and that was fantastic to see. 
 
Both T12 and T10 discussed the format of their respective courses and gave 
examples of different people who had been involved with the HIIC course, for 
example a GP who was also from the Council, and representatives from a community 
development organisation and a Health Board.  T7 spoke about how as a group they 
had developed levels of empathy and applied links with others to a situation that had 
arisen during the course, which was challenging and thought provoking: 
 T7:   There was a lot done on being in someone else’s shoes and seeing the 
 situation from someone else’s point of view, and to me that kind of put that 
 with links with others…I think particularly because we had this personality 
 clash too, it meant…there was a lot of tolerance where people felt that…they 
 could appreciate other people’s points of view, but also…people were…faced 
 with their own intolerances and prejudice, me included. 
 
In addition, both T6 and T5 highlighted the fact that students had made links with 
others through their HIIC course project work: 
 T6:  Links with others happened in the course.  Obviously there was the 
 kinda inter-course links with others, between participants and the different 
 areas, ‘cause we had the two kinda communities…but I think with the rise in 
 confidence, people…were able to make the links…with health, but also 




 T5:  It could mean that HIIC gives people confidence to approach outside 
 organisations like councils…That was one of the things that happened during 
 the course. 
 
T11 discussed the idea of local voluntary groups, charities, or public sector 
employees creating opportunities for HIIC students who had finished the course and 
who were in a position to take their learning further.  In this sense, T11 saw links 
with others as a means to manage the students after completing their course.  
 
T2 tried to apply the dimension of link with others to the course content.  She 
considered this dimension to be related to the dimension of participation and 
suggested that the issue of ‘how to work collectively’ was not given adequate 
attention in the course materials: 
 T2:  Links with others, did we look at that?  I suppose that goes with 
 participation .  What I would say is, I always think this is missing from 
 community development, because they have all the knowledge…and nobody 
 links [it’s] difficult isn’t it?...I don’t know if there was enough in the course 
 about how to work collectively. 
 
Links with others was also viewed as a dynamic and empowering process: 
 T4:  [Students] became aware of the power of this linking with other people. 
  
T13 did not make any verbal comment, but wrote about some of the outcomes of 
making links with other people based on her observations of what happened during 
the course: 
 T13:  By linking with others they [students] – a) increased awareness of 
 recycling issues b) altered the food presented to their own children in their 
 local school. 
T8, during the written exercise, was thinking aloud and queried: 
 T8:  Links with others, that would be, that could be people who you get 
 funding from.  It’s not statutory organisation funding.  Isn’t it?  Or is that 
 links with others? 
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Finally, T8 and T9 wrote a list of partnership agencies.  When I asked for 
clarification about the relationship between these bodies and the course, T8 spoke 
about them being a target for ‘our funding’.  
 
8.3.5. Missing dimension and issues about completing the 
exercise 
During the CCB paper exercise T12 suggested that there was a dimension missing.  
In her view ‘vision’ was absent from the model of CCB: 
 T12:  I think that’s a dimension that’s missing, well it’s missing from here 
 [the exercise]…we need to have vision, to have the strategy, that will then 
 come together to provide a coordinated approach…I think that’s one of the 
 things that’s been missing; that we’ve had some vision, obviously to create 
 the course, but in order for it to be implemented and to be a really useful tool 
 in relation to capacity building…the big vision isn’t there.  I think that’s what 
 we need. 
 
Two tutors expressed a difficulty in completing the exercise.  T2 said that she found 
it hard to relate each dimension to the course.  On reflection, I felt that she was trying 
to think of examples from the course materials, rather than the students’ experiences.  
Another influencing factor was that T2 was only the second tutor interviewed and my 
instructions about how to complete the exercise were perhaps unclear.  T2 did, 
however complete the exercise writing a few words for each dimension, although she 
did express a degree of dissatisfaction with the activity.  T3 did not write down 
anything on her sheet, although she stated that the course had covered the four 
dimensions, for example through the exercises in the course pack.  The reason T3 
gave for being unable to complete the exercise was that she was not aware what had 
happened to the students after finishing the course: 
 T3:  I think students became more aware through the exercises within the 





There was disagreement whether the concept of CCB refers to processes that develop 
the abilities of an individual or of a community.  One way to clarify this was to draw 
from empowerment theory, which makes a distinction between individual and 
community empowerment and suggests that three elements constitute empowerment 
at a community level: an increased psychological empowerment among members, 
participants engaged in a form of political action, and a redistribution of resources to 
the benefit of the group or community.  A number of tutors when describing their 
understandings of CCB suggested that building skills was a major objective or 
component of CCB.  I argued that a skill dimension needed careful consideration to 
avoid focussing on a community’s deficits rather than its assets.  In addition, skill 
training should perhaps be viewed as a contribution towards reducing inequalities 
rather than as an isolated solution.   
 
Stakeholders discussed certain indicators that would demonstrate CCB, for example 
students’ actions or levels of community involvement.  However, other research 
suggested that involvement may not be confined to community-based groups and 
could occur informally.  In a number of interviews, tutors described CCB as a jargon 
phrase and were more sceptical about using the concept.  However, others implied 
that as a community development worker they needed to be aware of contemporary 
phraseology related to their work.  The use of terminology is especially relevant in 
the context of funding community development / health promotion work and one 
tutor suggested that CCB was an externally imposed concept (by funding bodies).      
 
Community development and CCB were considered to be essentially the same.  
However, some participants initially held this view, then expressed that there were 
slight differences between the two concepts, in that CCB meant ensuring people were 
equipped with certain skills, whereas community development was viewed a way of 
working with or involving people.  In addition, stakeholders questioned whether 
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CCB and community development shared similar values or if CCB was just a process 
to achieve a variety of objectives.  
 
Generally, the responses to CCB could be characterised as being negative or 
sceptical.  However, when presented with the CCB dimensions paper exercise tutors 
were (with one exception) able to make comments and draw from their own 
experiences of the course.  Although caution should be exercised regarding how 
much meaning should be drawn from the interview exercise, it demonstrated that it 
might be beneficial to discuss the concept of CCB with community workers and 
health promoters.  
 
The next chapter reports the data concerning participants’ understanding of health, 

















9. Findings – health 
Health, as established in Chapter 2, is one of the fundamental concepts in this study 
and the following three points can sum up its relevance.  First, health is central to the 
HIIC course, which is the contextual focus of this thesis.  It has been suggested that 
participating in HIIC may enable individuals to develop their awareness not only of 
health, but also how to take an active role in improving their own and their 
community’s health (Allan 2004b).  Second, HIIC emphasises a particular 
interpretation of health and according to the tutor guidelines is informed by a social 
model of health, which accepts that health and illness is influenced by economic and 
social factors as well as individual behaviour (Health Education Board for Scotland 
2002b).  Third, it has been argued that cultural ideas of well-being and observations 
made about the quality of  ‘physical, emotional and social existence’ are reflected in 
how people speak about health (Crawford 1984: 62).  Thus, exploring participants’ 
understanding of health and discussing if HIIC had influenced their health, might 
contribute towards conceptualising the relationship between CCB, community 
development, and health. 
 
This chapter is divided into three main sections.  Data relating to how participants 
constructed their understanding of health is presented and I argue that these were 
influenced by various themes which inform how health is perceived.  Then three 
examples of resisting attempts to medicalize aspects of health are discussed.  Finally, 
the factors participants reported as affecting health are considered.  The data from 
this study showed that participants drew from different experiences when they 
presented their constructions of health and identified multiple and often 
interconnected factors that influenced health.    
 
9.1. Understandings of health 
In this section, participants’ reported understandings of the concept of health are 
explored.  A way to view these responses is to consider them as informed by certain 
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themes which influence their construction.  In this study, five such themes could be 
identified.  The first reported understanding of health was orientated around 
functionality or being able to fulfil an everyday role:  
 S7:  Health was just can you put one foot in front of the other?  Do you feel 
 alright getting out of bed in the morning to go and do a days work? 
 
The above quote was similar to results found in other research which reported that 
health was related to being able to fulfil daily expectations such as domestic work or 
paid employment (Calnan 1987; McKague & Verhoef 2003).   
 
S7 also felt that her health status was preordained:   
 S7:  Prior to that [HIIC & other courses], I was of the mind, if you’re goin’ 
 die, you’re goin’ die.   
 
I would suggest that this signified a deterministic discourse about health and illness.  
Cornwell in her study of health and illness accounts in East London reported that 
certain accounts of health stated that inequalities were a natural product and that 
health was ‘a matter of luck, fate or destiny’(1984: 127).  According to one 
participant, ‘[t]he things you have wrong with you, you’re normally born with’ 
(Cornwell 1984: 128).  However, S7 indicated elsewhere during her interview that 
her understanding of health was changing and was more informed about why certain 
behaviours, such as smoking, might be detrimental (see pages 220).         
   
Second, health was understood by emphasising physical conditions and behaviours 
that affect the body: 
 S5:  I mean if somebody said to me, ‘health’, I thought well, ‘they’re 
 talking about my blood pressure, they’re talking about my weight, talking 
 about if you smoke’. 
  
 S6:  You talk about health…the first thing that pops into your head is 
 somebody’s ill. 
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 RP:  What does health mean to you? 
 S7:  That is quite an individualistic question, to me health was always 
 physical health, you know, could you get up in the morning, still breathe 
 right? 
 
  S7:  Did you feel sick through the day?    
 
S7 constructed a meaning of health around the absence of feeling physically unwell.  
However, in the following quotes, the meaning of health was positively constructed 
by including references to both physical and psychological health: 
 RP:  So what does the word health mean to you? 
 S11:  Health, erm, happy, healthy, physically fit and the whole lot, the whole 
 thing. 
 
 S17:  My philosophy, a feeling, a mental and physical well-being.   
 
These responses indicated an understanding of health that incorporates not just 
physical health but emotional well-being.  Health viewed in this way reflects the 
WHO definition of health as a ‘state of complete physical, mental, and social well-
being and not merely the absence of disease or infirmity’(WHO 1946).   
  
Third, in the following statements by female participants, the meaning of health was 
located in gender roles:        
 RP:  Do you think you learnt anything new about health.  For example, if 
 you could say what the world health means to you now? 
 S13:  Ok.  Well beforehand health was typically from a mums’ point of view, 
 mumps, measles, chicken-pox, cuts.  You didn’t really think anything 
 beyond that. 
  
 S5:  I had two kids…I mean that was my main focus, I wanted to bring 
 these kids up healthily, I wanted to feed them healthily. 
  




That women have responsibility for health and health promotion within families has 
been well documented (Graham 1984; Graham 1988).  S5 and S20 articulate this 
responsibility with reference to physical actions (eating and exercise) and do not 
include emotional aspects of health.  It is also noteworthy that S20 while articulating  
the role of health promoter for her children suggested that on a personal level one 
could be too concerned with health:  
 S20:  What does health mean to me?  What good health?  I’m quite…I’m not 
 obsessed with health, but yeah I’m quite into being healthy and being fit and 
 the importance of looking after yourself.  I mean, I’m not a complete fanatic 
 or anything. 
 
S20 appears to construct a limit to her health behaviour by distancing herself from 
the perception of being too interested in health, which was labelled as fanaticism.  
  
In the fourth theme, health was perceived as being concerned with aspects of self-
fulfilment and achievement, notably without any reference to medical related 
physical symptoms: 
 S4:  I mean the actual definition of [health] is, it’s about enjoyment, it’s 
 about actually living, it’s about family and work.  
 
After reflecting on S4’s definition of health, I would argue that it can be understood 
as combining the ideas of ‘release’ with physical ‘capacity’.  The notion that health is 
‘about enjoyment’ was found in a study exploring health concepts among middle-
class Americans, where Crawford (1984) argued that health could be understood as 
either control or release.  Health as control related to practices of self-control, self-
discipline, or self-denial in the pursuit of healthy behaviour.  However, health as 
release refers to states of emotional happiness and enjoying oneself.  S4’s 
understanding of health incorporated the release element of Crawford’s theory.   
 
Hughner and Kleine (2004: 408) in their recent review exploring ‘lay’ health 
research suggested that the category of ‘health is freedom, the capacity to do’ could 
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be applied to studies which reported a perception of health that was not confined to 
everyday tasks.  Health in this context is viewed as an ‘unfolding fulfilment’ when:   
 [t]here is a feeling of purpose and satisfaction…what one does matters, and 
 what matters, one does!  Life is worthy of participation.  Life is seen as a 
 challenge, not a tribulation.  One is involved in investing energy in 
 meaningful activities.  There is a will to live, a trust and confidence in being.  
(Jensen & Allen 1994: 356)  
 
The sentiments in the above reference reflect my general impression of S4  and are 
also demonstrated by his voluntary involvement with a number of health-related 
organisations and stated intellectual and practical engagement with the organisation 
of local health services. 
   
The final theme concerned professional and educational experience.  A number of 
participants stated that they worked in a health-related capacity, for example health 
promoters /community workers or social service manager.  Definitions of health 
contained references to professional roles, for example when asked about their 
understandings of health both S14 and S16 expressed a particular ethos underlying 
their approach to health promotion:    
[S14: Health Promotion worker] 
 S14:  It’s not just about sending a message of healthy eating or other health 
 promotion, it’s about empowering people to do that as well, when we’re not 
 there to carry that on.  It’s also about understanding where they’re coming 
 from  and why if you set up a seminar and only two people turn up, it’s not 
 because they don’t want to come to the seminar…they have so many other 
 issues that are far more important in their lives. 
 
As illustrated, S14 suggests that health is not just about giving people information; it 
involves enabling people to choose a healthy lifestyle without the long-term support 
of a health promoter.  S14 also recognised that her project’s target population may 





S16 was concerned with how information about health was communicated and 
implied that the concept of risk can be related to health.  In this account S16 
introduces the notion that people can harm their own health as well as the health of 
others.  She suggests that a person’s behaviour may pose a risk and threaten 
individual and collective health and that in response health information should be 
presented in an accessible and entertaining way: 
[S16: Community / health worker] 
 RP:  What would you say health means to you as an idea? 
 S16:  Well without it you’re in trouble.  Obviously it’s about being aware of 
 what is out there, the damages that you can do to yourself…to other people’s 
 health and what’s out there to help you to live a more healthy lifestyle and 
 imparting that information as widely as you can, without making it too 
 clinical, you know, make it a fun thing. 
 
S8 articulates an ethos that supports a particular way of working with people in a 
health-related context.  S8 suggests that health has both physical and emotional 
elements and that people need encouragement to express themselves: 
[S8: Community / health worker] 
 S8:  It’s all very well talking about, you know, we all eat the wrong things 
 or…you’re probably overweight or whatever, but to me I think until you get 
 people to talk about health in the round, i.e. health is about your head as well 
 as your heart. 
 
The above quotes demonstrated that a number of participants constructed their 
understanding of health as an extension of their professional role.  That practitioners 
refer to their occupation when discussing the concept of health has been noted by 
other research, which demonstrated that health care providers made references to 
their professional roles when talking about the definitions of health and health 
determinants (see for example McKague & Verhoef 2003). 
  
The following participant distinguishes between a professional and a personal 
account of health.  S12 referred to a tension between allocating resources to health 
and social need in his role as a social services manager:  
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 S12:  Because [it’s] always debated between health and social services about 
 what’s a health need, what’s a social need…the big argument is ‘well if you 
 don’t address the social need it becomes a health need’…if housing stock is 
 poor, damp [then] people’s health deteriorates and if people have social 
 problems, then they need a social worker, if they don’t get [one] they get 
 depressed, if they get depressed, it becomes a health issue…from my own 
 point of view health is a big issue, not just about hospitals and doctors and 
 nurses. 
 
When S12 states ‘from my own point of view…’ he draws attention to two distinct 
perspectives of health- the professional and the personal. 
 
Other participants drew from their previous educational experiences when they 
constructed their definitions of health:  
 [Graduate] 
 S18:  Health is a psycho-social construct [laughs].   
 [S19: Graduate]   
 S19:  [laughs] I can reel off the definition if you want, erm health, physical 
 and mental well-being, isn’t it? 
 
However, S18 presents both a formal (see above) and a personal understanding of 
health (see following quote):  
 S18:  Health just basically means having the ability to do what you want to 
 do, physically, mentally, being able  to enjoy life…having the capabilities to 
 do it.  I’ve always held the view of health…it’s classed as old fashioned now, 
 but I have always classified health as something very physiological, good 
 diet, exercise…I can’t help thinking though, health to me it’s more like…an 
 absence of disease. 
 
 S18:  I just believe in healthy bodies, minds that kind of thing, rather than just 
 a kind of enabling thing. 
 
S18’s statements begin with a generalised holistic model of health, which is an 
acknowledgment of a formal definition of health.  She then refers to health as 
capability- the means to live an ‘enjoyable’ life- before locating health within an 
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individualistic medical model by referring to ‘absence of disease’ and ‘healthy 
bodies’ and in the end favours this over the previously stated ‘health is the capability 
to…’ definition. 
 
In summary, participants’ understanding of the idea of health was viewed as being 
influenced by five themes.  First, functionality, where health was related to the 
ability to fulfil certain functions and gender roles.  Second, absence or presence of 
corporeal symptoms.  Third, parental responsibilities, which were concerned with 
aspects of physical health, such as exercise, diet, and diseases.  Fourth, fulfilment 
and achievement when health was considered as ‘release’ to enjoyment and 
‘capacity’ to achieve, without reference to physical symptoms.  The final theme was 
professional and educational experience; participants’ understanding of health was 
expressed in terms of the ethos underpinning the delivery of health promotion 
programmes, for example empowering people to adopt healthy behaviours without 
reliance on professionals.  It was also shown that these orientations were expressed 
in addition to personalised understandings of health.     
 
9.1.1. Resistance to medical opinion  
In the previous section participants understandings of health were articulated with a 
degree of objectivity, for example health as a social construct, rather than subjective 
accounts of their own health.  However, a few participants did discuss aspects of 
their personal health by describing consultations with a general practitioner (GP).  
These accounts were characterised by participants resisting or challenging medical 
opinion and advice.  The other participant included in this section questioned the 
efficacy of certain types of geriatric care and mental health treatments.         
 
While recounting specific episodes of ill-health S5 and S8 demonstrated their 
disagreement with health professionals.  In this account, S5 challenges attempts by 
her GP to dismiss the claim that poverty influences health choices:   
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 S5:  I’ve had a [foot related complaint] and when I got treatment for it, the 
 doctor told me, I was overweight and that’s why I had it and it was my 
 fault…I said to him ‘well it’s not, because I’m overweight because of 
 everything that I have to go through and because I lived in poverty…we 
 didn’t have the money to eat healthily…then the doctor argued with me, ‘of 
 course  you do, everybody does’…then he said, ‘oh that’s nothing to do with 
 this’, and I’m thinking, ‘but it is’…So I was starting to look at the 
 connections between health and well-being and lifestyle, but I hadn’t 
 actually made it, I mean I wouldn’t have been able to say to you, ‘it’s my 
 lifestyle, that cause my ill-health’, I just thought it’s because I’m 
 skint…I’m constantly on about stress, because I didn’t have enough 
 money to pay bills, so I worried all the time…So, once I started doing the 
 course it really started to fall into place for me. 
 
By resisting medical opinion, S5 attempted to demonstrate that the cause of her 
condition was related to material conditions and the effects of living on a low 
income.  Barry (2005) cites other research in which it is argued that consuming 
comfort foods, which often contain high levels of sugar and fat, is one response 
people have to stress, sadness and unfulfilled emotional needs (Wilkinson 1996).  I 
would argue that this understanding might be applied to S5’s account above.  
  
In the following account, S8 suggested that pursuing medical treatment 
recommended by his GP would have been detrimental to his health:   
 S8:  When I was ill, when I first came to [place], I had a major operation and 
 I was seriously ill, alright initially things were a bit rocky, but anyway I got 
 there.  I actually had to plead with my doctor to take me off the sick, which is 
 quite scary actually, and he says, ‘you’re not ready’, I said, ‘for fuck’s sake, 
 I’m ready, I’m getting cabin fever in the flat, come on, I want to be doing 
 something, even as a volunteer…’.  I said, ‘you’re going to make me even 
 more depressed and wacko by just feeding me full of sweeties and saying, ‘go 
 and watch Richard and Judy all day’. 
 
The critique of medical care that argues it can be detrimental to health has been 
widely expressed.  Illich one of the key figures extolling this perspective argued that 
the medical establishment represented a significant threat to health through turning 
 pain, illness and death from a personal challenge into a technical problem, 
 medical practice expropriates the potential of people to deal with the human 
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 condition in an autonomous way and becomes the source of a new kind of un-
 health. 
(Illich 1975: 918) 
Other iatrogenic effects of medical practices that have been recently reported include 
a million NHS hospital patients suffering various forms of harm, such as falls, 
serious injuries or even death (Boseley 2002) and hospital-acquired infections, for 
example MRSA- a bacteria methicillin-resistant Staphylococcus aureus (Hardie 
2005). However, others have argued that modern medicine has also made an 
important contribution to improving the quality of life of many in the West (Williams 
2003b) and to dismiss this is to ‘deny the validity of the everyday experiences of the 
lay public in modern Britain.  In stressing the limitations and costs of medical 
interventions, the physical and social contributions of modern medicine are all too 
frequently ignored’ (Kelly & Field 1994: 36).   
 
Another participant also challenged the perceived medical convention for treating 
certain conditions.  S4 questioned whether aspects of geriatric care and treatment of 
mental illness might be more effective using alternative methods:   
 S4:  I’m certainly encouraging the befriending, I’m involved with [voluntary 
 organisation concerned with well-being of the elderly] and we’ve got 
 befriending services and telephone befriending services as ways of keeping 
 people out of hospital. 
 
 S4:  It may be better to spend money, rather than on a new primary care 
 service, to have it for children, training at schools, so they can play football 
 after hours…or a befriending service or a childminding service…you can 
 actually argue that these can contribute to people’s health, rather than 
 handing out Valium tablets. 
 
Considering the idea of medicalization in relation to participants’ experiences may be 
more appropriate than an iatrogenic critique.  The concept of medicalization defines 
‘a problem in medical terms, [uses] medical language to describe a problem, [adopts] 
a medical framework to understand a problem, or [uses] a medical intervention to 
“treat” it’ (Conrad 1992:  211).  S5 and S8 constructed accounts that reported how 
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they resisted and rejected attempts to medicalize their circumstances, the explanation 
for those circumstances and the proposed solution.  However, as these accounts also 
demonstrate, ‘medicalization’ is a dual process between health professionals and 
individuals (Conrad 1992).  S4, while not referring to a personal health episode, also 
questioned the medicalization of aspects of health care.    
 
9.2. Determinants of health 
Health is sensitive to the social environment (Wilkinson & Marmot 2003) and as 
Barr, Fenton and Edwards (2004) noted there is variation in health status in the UK 
among different geographical or social groups occurring from determinants such as 
poverty, income, education, housing, environment, pollution, transport and nutrition 
(Acheson 1998).  In this section, I discuss participants’ understandings of factors 
affecting health.  Analysis of the data indicated that participants referred to health 
determinants in a broad sense and with references to their own experiences.  I draw 
from the work of McKague and Verhoef (2003) concerning perceptions of health and 
its determinants and their overarching typology classifying determinants into three 
main themes; social, physical and psychological.   
 
Participants discussed the determinants of health in two main ways.  First, in a 
generalised sense: a number of participants indicated that the idea of health 
incorporated factors other than those relating solely to medical or physical 
symptoms:  
 S8:  What people forget is that health covers all aspects of our lives…and  the 
 reason why I liked health issues course was that health cuts across every 
 topic area or every boundary in my life and yours, whether it’s poverty, poor 
 housing, no job, a job, relationships, divorce…It’s not about just going to my 
 doctor and getting a quick fix. 
 
 S17:  No one has the same meaning of health, it’s individual because  




 S9:  It’s not just the medical side of things, you have to look at the whole big 
 picture…You take some things like good housing and stuff like that for 
 granted, but now when you do that you realise that, that’s not always the 
 case. 
 
Participants articulated the idea that health involves a wide range of often 
interlinking factors.  The view that health is a pervasive issue, rather than confined to 
the medical sphere, has been noted elsewhere.  O’Brien (1995) suggests that health-
related workers, such as policy makers, analysts, service users, have been encouraged 
to broaden their understanding of health.  In this context, health is no longer 
understood just as an absence of disease or in terms of functionality, and 
encompasses social concerns, for example transport, employment and housing.   
 
However, S1 demonstrated that viewing health as described by O’Brien can be a 
personal opinion, based on experience: 
 S1:  It was always obvious to me that health was more than just about having 
 something physically wrong with you, to me that was just a small part of your 
 health and issues like where you lived, your relationships, what you did [in] 
 everyday life, to me always had a bigger impact on me than anything I could 
 develop physically.  
 
O’Brien viewed broadening the definition of health as presenting questions about the 
political system in which ‘lifestyle and wellness interventions are constructed’ (1995: 
194).  O’Brien also argued that conceptualisations of health that encompassed factors 
concerning well-being can be understood as a process of dedifferentiation (‘opening-
up’) of health in the circumstances of daily life.  O’Brien critically suggests that this 
has transformed health from an achievable condition into an ordered and regular 
observation process.  As Cribb (2002: 275) notes, it is problematic to combine the 
effects of and riposte to specific conditions of health and illness, and socially 
organised relations of power and authority.  Cribb suggests that these relations rather 





However, although the so-called ‘surveillance’ critiques highlight power relations, I 
would argue that they may also obscure the role of human and collective agency in 
resisting and challenging institutional power.  For example, forms of health 
promotion, such as HIIC, influenced by Freireian principles (Freire 1972), seek to 
empower individuals / communities through awareness raising, and teaching new 
skills, so that power relations can be challenged.  A number of health promoters have 
also emphasised that prevention programmes should include both cooperation and 
empowerment (Israel et al. 1994; Labonte 1997; Wallerstein 1992).  
 
Participants also discussed health determinants with specific references to their local 
area, community and personal experiences.  I organised this data by applying an 
analytical framework from McKague and Verhoef’s (2003) qualitative study 
concerning health care providers perception of health and health determinants.  From 
their analysis, McKague and Verhoef categorised the determinants of health using 
the following overarching framework: social: immediate and broader environment; 
psychological: emotional and personal; and physical: intrinsic and extrinsic.  
McKague and Verhoef also identified additional factors which they applied to each 
broader category.  For example, in the social: immediate environment category the 
additional factors of social support, family relationships, housing and employment 
were identified.  As these factors were developed from McKague and Verhoef’s data, 
it would be unsuitable to apply them to the data from this research project.  However, 
the generalised categories of social, physical and psychological determinants of 
health were used to analyse the following data.   
   
Social 
Participants identified features of their local vicinity which they identified as 
influencing health, such as aspects of communal relations.  For example, S6 spoke 
about the behaviour of young people: 
 RP:  Perhaps thinking about the community here, what sort of things affect 
 the community’s health living here? 
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 S6:  To me, I would say that the way people act towards each other…how 
 they do things…how people act in a community as in youths, older 
 generation…especially the youths, I mean they effect people’s health and 
 state of mind and well-being, because they’re may be not causing trouble 
 directly to them, but they’re causing trouble within the community, which 
 causes tension in the community. 
 
S13 discussed a lack of community spirit and low levels of reciprocity: 
 S13:  It’s a black bag syndrome as I call it, you know, someone has a black 
 bag in their garden, so next door neighbour will phone the council rather than 
 going [to] say, ‘Do you know about all the different collection days…and are 
 you ok?’…and there’s no family support unit as there used to be and 
 everyone very much keeps themselves to themselves.   
 RP:  So would you say in your 20 years of being here, have you noticed 
 changes…so there was more [community spirit]? 




A number of participants highlighted certain factors which they perceived as 
compromising the health status of the body: 
 S12:  Poor diet is the other thing [that affects health]. 
 
 RP:  What sort of things do you think affects a community’s health? 
 S10:  Obviously industry. 
S10 went on to speculate that incidents of a particular disease were related to a local 
company. 
 
The data from this study could be used to broaden the physical determinant category 
from McKague and Verhoef’s framework, which encompassed factors such as 
exposure to environmental toxins, but omitted the influence of the physical 
environment on health, such as adverse climatic conditions or difficulties of access to 
health services due to physical geography:  
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 RP:  What do you think affects the health of the community? 
 S11:  Well the weather, I think, the weather a lot of time. 
 
S17, who lived in a remote, rural highland area raised the issue of the proposed 
closure of the nearest hospital: 
 S17:   I always believed if Ben Nevis was there, the [name of hospital] was 
 safe, but tell me if I took a heart attack, had to go to Inverness, I’ll be 
 dead...and be rattled around in an ambulance, no thank you. 
     
The impact of distances and emergency care has been examined by Roderick (1999) 
who argued that ambulance minimum response times were five minutes longer in 
rural areas compared to urban areas.  Roderick goes on to state that 
 there is evidence that supports the contention that the inadequate provision 
 and inaccessibility of health service provision in rural areas may have a 
 detrimental effect on health (1999: 46). 
 
In contrast, the physical attributes of an area were also described as health enhancing.  
S20 talked about how she utilised the natural environment with her children: 
 S20:  I mean we live somewhere that’s, it’s safe…I mean I’m here ‘cause it’s 
 safe for the children and I’ve got family, you know my parents live 
 here…my kids, I take them horse riding and stuff, it’s great you know, it’s 
 good for children up here, it’s brilliant.  I think I would just feel like I was 
 dying if I lived somewhere like that [referring to an urban deprived housing 
 scheme]…  Summer time is not so bad, if you get nice weather…you can go 
 to the beach [in] two minutes…I can pick the kids up from school, go straight 
 to the beach and that’s brilliant. 
 
However, as S17 stated, the ‘natural’ facilities can be health enhancing, but may also 
represent a health risk:   
 S17:  [The] closest swimming pool is [town] and that is a major health 
 issue.  There is a lot of water around here…and I know people from my 
 generation that cannot swim. 




The psychological category of health determinants includes emotional-related factors 
such as mental health, self-confidence and sense of meaning.  S5 constructs an 
account that contextualised her current position as a health promotions specialist and 
reported how she recognised the negative impact on health of being employed in a 
position with low job satisfaction:   
 S5:  I thought, ‘I’d rather not have any money coming in and struggle than 
 go to a dead-end [job]’, ‘cause I knew if I went into a dead-end job, I would 
 not [only] be fed up with my home life, but I’d also be fed up at work and 
 that would just make me feel worse. 
 
S5 highlighted the emotional effect and consequences of being unemployed.  
Another participant also reported how a negative working environment influenced 
her health.  S2 described how she had been poorly treated by another colleague and 
went on and stated how this had been detrimental to her emotional health: 
 S2:  I was becoming a nutter, a total nutter over just this one issue, that this 
 man had done to me, like chip-chip-chip chipped away until you think, ‘I 
 shouldn’t be here’.   
 
 
Reflecting on her experiences S2 stated: 
 S2:  I kinda credit myself with having some intelligence; I do know that 
 stress is a psychological thing that can make you physically ill. 
   
Whilst it was possible in the examples above to place participants’ responses in one 
of three discrete categories, other factors identified by respondents were more 
complex and referred to a combination of categories.  For example, S13 talks about 
health being linked to multiple factors such as employment, personal relationships, 
social provision and communal relations:  
 RP:  What affects the health in this community?  
 S13:  Poor wages, and [the] single mother issue, not enough housing, severe 
 lack of community spirit, which in turn causes, you know, quite a lot of 




S13’s understandings of what affects health could be classified under both the social 
and psychological categories.  This example raises the importance of using 
categories without obscuring how the determinants of health can often be inter-
related.  Thus, viewing these categories in isolation, without critical reflection, may 
result in a failure to appreciate the wider political, social and economic factors which 
can influence health status in an area or community.  To illustrate this point further, 
consider the example of unemployment, which has been shown to increase the risk of 
premature death.  In addition, people whose jobs are insecure, i.e. threatened with 
unemployment, are also more likely to suffer from psychological problems such as 
anxiety and depression (Wilkinson & Marmot 2003).  The complex way in which an 
issue such as unemployment affects health was highlighted by S19.  In the following 
quote, she refers to a piece of research that she had conducted for a degree course, 
which examined the factors that influence men’s health in the local area: 
 RP:  What were some of the things you found out? 
 S19:  Basically, I think, it was, unemployment was the main one.  
 Unemployment had a knock-on effect, like drugs, alcohol, depression, mental 
 health issues. 
 
The issue of unemployment might be assigned to the social: immediate environment 
category if an individual lives in an area where employment is scarce.  However, job 
losses may result from wider forces such as higher overheads from gas and oil price 
increases or currency fluctuations affecting the costs of exporting and importing.  
Thus, in this context unemployment could be placed in the social: broader 
environment.  However, an alternative analysis could focus on the impact of 
unemployment on mental health, which would place it in the psychological: 
emotional category.   
 
Following consideration of the above criticisms regarding the use of categories, the 
health determinants in the next section were deemed too inter-related with wider 
social, political, and economic contexts and were explored without McKague and 




In summary, this section reported the participants’ understanding of the factors 
which  influenced health.  Some participants spoke about health and its determinants 
in an abstract and impersonal manner, whereas others drew from their personal 
experiences and related aspects of their local area or community.  Categories from a 
related qualitative study were applied to data from this study and it was argued that 
the physical determinant category should be broadened to accommodate the 
influence of the physical environment on health, for example, geographical features 
such as lochs may promote health through physical activity, but also represent a 
health risk.  Some responses supported a combination of categories and this pointed 
to the complex inter-relationship of health determinants, making the use of categories 
to classify them problematic.  
 
9.2.1. Area reputation 
It has been argued that an area’s reputation may be viewed as influencing well-being, 
for example by affecting self-esteem and morale (Macintyre, MacIver, & Sooman 
1993).  However, data from this study indicated that participants were able to employ 
ways to resist preconceived ideas about their local area.  This process could represent 
attempts to construct health-protecting strategies: 
 RP:  What would you say affects the community’s health in this area? 
 S15:  Where I live?  Being up the new end it’s not so bad.  But [place], it’s 
 had a lot of unemployment…it’s always been quite a bad area…I think the 
 shopping mall got changed as well, so I think that’s affected people quite a 
 bit…there’s not half of what there used to be…But I think just the general 
 aura of the place is just, it’s just [place] and that’s it…you can never pin it 
 down. 
 
It was interesting to note that although S15 was asked to discuss the community’s 
health, she made a distinction between the ‘new end’ of the local area and the area 
with high levels of unemployment.  By doing so, I would argue that S15 figuratively 




S8 indicated concern about how images of his local area were used in the media and 
gave an example of how he challenged a reporter’s perception of young people: 
 S8:  Every time there’s any hassle in Glasgow, they show you, always come 
 to [place]…and I just bounced down this reporters throat, and I said, ‘see all 
 these wee guys, they’re all nice as pie actually, they’re just bored out of their 
 tits, because they’ve got nowhere to go…all they want is a safe place to play. 
 
In a recent study concerning the perceptions of an inner city area in London, Whitley 
and Prince (2005) argued that a negative reputation may be an external construction 
and can be utilised benevolently, for example to secure regeneration funding, but is a 
construct that may not correspond to residents’ views and perceptions.   
  
It was interesting to note that later in his interview S8 appeared to reinforce a 
negative perception of his local area by referring to the high consumption levels of 
prescription drugs for certain conditions supporting absenteeism: 
 S8:  That’s what it’s like in [place].  It’s a running joke that if you’re 
 unwell, you go to your doctor, you get a bag of sweeties and a sick  note for a 
 month. 
 
Positive and negative perceptions of an area coexisted in participants’ accounts: both 
within a single participant’s narrative as shown above or, as below, between two 
participants’ interpretation of the same area.   
S12 and S13 attended the same HIIC course and they expressed different opinions 
regarding their local town.  S12, who lived outside of the town, suggested that there 
was a problem with drug misuse:  
 S12:  There’s a lot of alcoholism…there’s drugs…There’s a lot of drugs in 
 [name of town]. 
  
However, S13, who lived on an estate within the town, suggested that 
 S13:  People think the [estate name] is terrible…it’s not, you know.  The 
 same problems are in [place name], which is just a wee village across the 
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 road…it’s basically, there’s a lot of young people with a lot of time on their 
 hands. 
 
I would suggest that S13 minimised the negative reputation of the area and offered a 
benign explanation for the ‘problems’.   
 
Other participants reported how they contrasted their current circumstances and 
living space with the information they received from the HIIC course:  
 S3:  I know that this is classed as a deprived area and sometimes I think, 
 ‘aye’.  But when you listen to other people’s point of view, I thought, ‘doin’ 
 right, och we’ve got, you know, we’re quite lucky…[the tutor told us 
 about] some of the places in Glasgow…they haven’t got such nice houses, 
 nice heating, nice bathrooms…we’re kinda isolated from all that and you 
 think everybody’s like yourself. 
 
 
Some participants’ tendency to portray their area positively can be explained by 
research which has suggested that individuals living in deprived areas may attempt to 
create a ‘spatial hierarchy of health risk’, whereby their own area is not considered 
the most risky (Airey 2003: 134).  Such distancing strategies enable these individuals 
to keep their sense of well-being secure from the potentially harmful effects of 
contextual psycho-social stressors (Airey 2003). 
 
Negative human interactions and conditions of the built environment can also 
influence health and undermine the quality of life.  For example, Herbert (1993: 46) 
applied the concept of ‘incivilities’ to describe ‘visible neighbourhood conditions 
such as dilapidated buildings, litter and vandalism, and such things as noisy 
neighbours, unruly youths hanging about, and drunks on the street’.  Some 
participants described examples of such incivilities: 
 S8:  I know one close not far from me, every flat on the close is using 




 S2:   Just before I came in here, I had to go down the road to the volunteers 
 and walking up through [place name], I’m thinking ‘this is a really, really 
 nice place to live’, you know the sun’s out, the houses are getting all done, 
 very nice, tons of places for children to play and there’s not a soul and you 
 think ‘why’?, but then you know why, because you go back to night time and 
 the gangs and the poverty and the nothing to do and the inequality…it 
 makes it an unhealthy place to live. 
 
The influence of public policy as a determinant of health has been acknowledged 
(Bambra, Fox, & Scott-Samuel 2005) and access to health and or social services was 
identified as a determinant by some participants: 
 RP:  What [does] the word health means to you? 
 S10:  Well, I think part of it is that people, all people should have access to 
 medical help, I’ve always believed that.  I mean that wasn’t just the course 
 that did that. 
 
 S12:  Two things actually, the major issue for health services is getting 
 health services to people or access to services because they are rural…I think 
 there’s also inadequate social services, if social needs aren’t addressed they 
 become health needs and housing issues. 
 
Pierret (1993) used in-depth interviews and a closed questionnaire to understand the 
lay meaning of health in a research study in Paris and rural areas in France.  Pierret 
organised her data using four registers (health-illness, health-tool, health-product 
and health-institution), which characterised participants’ interest in and broad views 
about health.  According to Pierret, health-institution categorised participants who 
viewed health as a concern of public policy and organisations.  Participants from the 
current study also perceived health as contingent on access to services.  For example, 
S12 spoke about the possible closure of the local hospital and highlighted one of the 
reasons why it might be shut and how this might impact on health: 
 S12:  Any specialists you do have here; you do have some general 
 consultants, they don’t get the volume through to keep up their skills…and I 
 think that also effects people’s health if you like, because [if] you know the 





The remoteness of certain areas in conjunction with the availability of services was 
also a factor:   
 RP:  What do you think affects the health of the community in this area? 
 S17:  Right, positively a first class GP, wonderful surgery, marvellous dental 
 surgery in the village…and then adversely, [the] distance of the 




It is suggested that ‘a good diet and adequate food supply are central to promoting 
health and well-being’ and that social and economic circumstances ‘result in a social 
gradient in diet quality that contributes to health inequalities’ (Wilkinson & Marmot 
2003: 26).  Access to quality and affordable food was a concern raised by the 
following participants: 
 S12:  I mean like if you’d come here ten years ago, even in the 
 supermarket, you’d only be getting turnips and carrots…but it’s all pie and 
 chips…whiskey, pie, chips.  Those are big factors here…and choice of 
 course, people don’t have a choice, I mean there’s only one 
 supermarket basically. 
  
 RP:  What do you think affects the health of the community in this area? 
 S20:  Erm, drink’s a big problem, ‘cause it’s a rural area…but a lot of people 
 don’t see it as being so serious…also I’d say, lack of education.  I mean 
 there’s still people who don’t eat [healthily]…There’s a lot of people that 
 surprisingly don’t and also…Safeway [is] like an hours drive away…if you 
 run out of fruit and that, you’re stuck…I find then my kids diet isn’t as good 
 as I would like it…the shop down there’s so expensive. 
 
 S8:  You can’t buy decent fruit and veg in [place], it’s expensive and it’s 
 shite and unless you’ve got a motor or can afford a taxi, you can’t get to 
 Asda. 
 
Belief in the benefits of a healthy diet has been demonstrated by other research.  For 
example, in a study comparing health beliefs among middle-class and working-class 
women, Calnan (1987) noted that having a good diet was considered one of the 
components of being healthy and that the importance of fresh fruit and vegetables 
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was shared by both classes.  Other research has shown that the higher costs of fruit 
and vegetables deter people on low incomes from eating more healthily (Marshall et 
al. 1995; Reicks, Randall, & Haynes 1994).  A recent study explored participants’ 
experience of a healthy eating intervention and found that cost and access to fruit and 
vegetables were significant barriers to healthy eating (John & Ziebland 2004).  
Therefore, findings on diet and health from the current study are supported by other 
research.  
 
9.2.3. Poverty  
Some participants spoke about the effects of having a low income on health.  For 
example, by describing their experience of a benefit system which did not reflect the 
economic implications of living in a remote rural area:   
 S20:  We get the same benefits as someone living in Edinburgh…but they 
 don’t need to run a car…[which] is a necessity living here, it’s not a luxury. 
 
This viewpoint has been presented in a report about poverty in rural Scotland, where 
transport and the accessibility of welfare benefits were identified as contributing to 
social exclusion.  It was found that benefit take-up in rural areas was lower compared 
to urban areas.  It was suggested that this could be due to the complexity of 
completing claim forms, a lack of awareness about entitlement and cultural factors.  
For example, in some rural areas there was a strong work ethic, which contributed to 
the stigma associated with receiving benefits.  The recommendations called for 
agencies to work closely with local groups through the community planning process 
to ensure that service delivery was sensitive to the needs of people in rural areas 
(Rural Poverty and Inclusion Working Group 2001).  
  
Other participants also described the effects of deprivation on health and well-being: 
 RP:  What sort of things do you think [affect your health]? 
 S7:  If you’re talking about lack of money…I can actually feel this might 
 sound crazy, I feel a wee bit healthier in the fact that coming on this course 
 [not HIIC], it’s the basic minimum wage right, but it’s more than benefit 
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 money…and sometimes I think that gives me a feel[ing] of well-being, 
 knowing that I can walk into a shop now and say, ‘I like that and I can buy 
 it’.  Whereas when I was on benefits, I didnae look at something I couldnae 
 buy and that does effect you mentally…Aye, so, definitely finances, if you’re 
 poor through no choice and I don’t mean just poor as in a low wage, I mean 
 not having an extra penny, that has definitely goin’ to effect your health, your 
 physical health as well as your mental health. 
 
S7’s statements support the argument suggesting that exclusion from ‘social, 
economic, political and cultural systems…determine the social integration of a 
person in society’ (Walker & Walker 1997: 8).  S7 expressed the importance of the 
ability to consume in order to participate in society: 
 S7:  As I say, if I look back at that scheme, born and brought up in it and we 
 had nothing, and that was a good scheme and yet 40 years down the line, it’s 
 the deterioration…if you’ve not got a job, that’s what it’s all down to, it’s all 
 down to money.  It doesn’t matter how much self-esteem and self-worth that 
 all these wee courses bring you, at the end of the day, we cannot sustain that 
 unless you’ve got a lifestyle that can maintain it, because you don’t see many 
 poor happy people within themselves, you know. 
 
S20 indicated the way in which material circumstances can act as a barrier to 
adopting a healthier lifestyle when talking about supermarkets, food availability and 
cost of food: 
 S20:  Especially in this country, we are so… 
 RP:  Expensive? 
 S20:  Yeah, organic food and stuff…I can’t buy it…prices are normally so 
 extortionate and even free range you know? 
 
That issues of poverty and social factors can be a barrier to adopting healthier 
choices has been demonstrated by others, for example,  Hilary Graham’s work 
(1984; 1988) on smoking showed how the interplay between social and economic 




One participant, S4, reflected in more depth on the relationship between health and 
poverty and admitted that he struggled to understand the nature of the link between 
them: 
 S4:  We discussed that [relationship between poverty and health] in great 
 depth and I wasn’t really convinced we actually know what the link is…  I’ve 
 worked in poor areas…I come from a working-class background myself and 
 I’m not 100% sure that there is a direct link between poverty and health…it’s 
 there if you look at it statistically…I couldn’t get my head round what the 
 actual factor on the two was.  That if you give people money, that you 
 improve their health…because sometimes people with money have got an 
 unhealthy lifestyle, you might spend it on more drink (laughs) or eating too 
 much. 
 
While S4 recognised the influence of poverty on health, he also was unconvinced 
that there was a causal link and acknowledged that individuals may choose to adopt 
‘unhealthy’ practices regardless of their wealth.  However, as Barry states,  
 wherever adverse conditions exacerbate the bad effects of ‘unhealthy’ 
 choices, a class gradient in such behaviour will turn into a bigger class 
 gradient in health outcomes.  Even if we hold people fully responsible for 
 their choices, therefore, we still have to say that members of different classes 
 are only partly responsible for differential outcomes. 
(2005: 86) 
 
In addition, in the Health in Scotland 2004 report (Armstrong 2005) it was 
recognised that the relationship between wealth and health was complex.  Armstrong 
noted that after comparing English and Scots from similar socio-economic 
backgrounds, it was found that the latter experienced poorer health across a variety 
of indicators, for example mortality and particular disease outcomes (2005: 2).  This 
has been termed the ‘Scottish Effect’.   
 
9.2.4. Healthy and unhealthy groups 
Participants suggested that certain people displayed unhealthy behaviour, such as 
drinking alcohol and driving, smoking, and poor diet.  The ‘older generation’ and 
crofters were identified as unhealthy groups:   
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 S18:  I think a lot of the effects on the community depend on what kind of 
 community…[and]…their social circumstances.  We’ve got [an] older 
 community in particular, what you’ll find is, I think, isolation comes into 
 effect a lot of the time…We’ve got older generations, they’re not so 
 conscious about generalised health advice…like you shouldn’t be drinking 
 and then going off in your tractor…you shouldn’t be smoking big bags of 
 tobacco. 
 
In addition, S8 included himself in an age group that was resistant to health-related 
behavioural change: 
 S8:  It takes a while for health to filter through…’cause like people  
 of my generation and my parent’s generation, we’re just too long in  
 the our tooth now and they know best. 
 
 S20:  You get a lot of [the] older generation, you know with, they must have 
 really bad problems, health problems due to it [alcohol misuse]…you know, 
 like the crofters that are left.  Also I’d say lack of education, I mean there’s 
 still people who don’t eat [healthily].  
 
S20 suggested reasons why certain people have health problems, for example, lack of 
education.  However, later in her interview she described how living on a low 
income and in a rural area without convenient access to affordable, good quality food 
made it difficult for her to adopt a more healthy lifestyle.  This raises the question 
why S20 did not think these reasons might also explain the actions of the ‘unhealthy’ 
older generation she identified earlier. 
 
It is, however, perhaps too simplistic to suggest that specific groups are unhealthy.  
For example, Blaxter (1990) demonstrated that the majority of her research 
participants did not have either a totally healthy or unhealthy lifestyle.  Other 
research has demonstrated that elderly people self-defined successful ageing as 
maintaining health, mobility and independence (Wenger 1997; Wenger 1998).  Thus, 
to imply, as the above participants did, that older people are unconcerned with health 
is questionable.  Rather it may be that older people have a different conception of 
what constitutes healthy behaviour.  
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S20 identified the family as the place where healthy behaviours are learnt: 
 S20:  Well because I suppose I was brought up quite well…sort of middle 
 class and you get fed properly…you’re encouraged from a young age…I 
 haven’t been brought up in poverty, so I’ve got the education and maybe the 
 knowledge that I know about healthy eating and I know what you should 
 eat…if you don’t learn from your parents or people around you…how are 
 you goin’ learn? And it’s, how are people going to be educated…properly, so 
 they understand? 
 
She also constructs an account in which she illustrates a distinction between middle 
and working class based on the types of food consumed:   
 S20:  When I had my daughter and I lived in [place] and it was round 
 [father’s] family and they’re quite different, they’re working class, very.  You 
 know, like when the baby’s in her pram, give the baby some chocolate, and I 
 was like, ‘no’…you would get this view that they think you were being cruel 
 almost…and I wouldn’t eat… a lot of the stuff they ate and I just couldn’t 
 bring myself to eat some of it. 
  
As Crawford (1994) argued, health has become symbolic of contemporary Western 
identity as a result of traditional forms of identity diminishing under the influence of 
significant social, cultural and economic changes.  For the burgeoning middle classes 
in Europe and America the aim of health became ‘an essential component of what it 
meant to be modern, progressive, rational and distinctive’(Crawford 1994: 1349).  In 
addition, Calnan (2004) argued that social and economic circumstances provide the 
context in which health-related behaviours and practices are restricted, constrained or 
enabled.  These perspectives are included in the following participant’s account of 
healthy groups:   
 S12:  But I think people are more conscious about health and the need for 
 exercise and so on…but it tends to be Caucasian, white middle-class…that 
 sort of group tend to be down the gym, you know get down the gym, couple 
 of glasses of wine…nice meal, keep trim, you know?  But if you work in the 
 shipyards it’s different isn’t it?  The government would like to make us all 
 nice, white middle-class. 
 
Arguing that groups value health differently has been questioned by Barry who states 
‘[t]here is no reason for thinking that the poor value health less than the rich’(2005: 




In conclusion, participants discussed and identified a number of different health 
determinants, which were partly based on personal experiences or observations about 
their immediate locality.  The data from this study suggests that categorising health 
determinants can be problematic and indicated the complex and inter-related nature 
of social determinants of health.  The implications of participant’s understanding of 
health and conceptualisation of the determinants of health will be discussed in 
Chapter 11.  The next chapter examines the impact of students’ learning from the  


















10. Findings – impact of learning 
The aim of this chapter is to explore how participating in a HIIC course may have 
influenced people’s lives.  The structure and content of this chapter was informed by 
Tom Schuller’s et al. (2004) recent research on adult education, which I reviewed 
after completion of data collection and prior to data analysis.  Schuller’s work is 
helpful to consider because it recognised the complex way in which learning impacts 
both at a personal and community level.  According to Schuller learning is a ‘process 
whereby people build up- consciously or not- their assets in the shape of human, 
social or identity capital’ and ‘then benefit from the returns on the investment’; such 
benefits could be improved health or broader social networks (2004: 12).    
 
Schuller developed a matrix as an exploratory tool based on narrative accounts of 
adult learners (see Figure 10.1).  The matrix consists of two intersecting axis that 
form four quadrants.  The vertical axis portrays how the effects of learning can occur 
at an individual through to a community or collective level and the horizontal axis 
indicates learning can be transforming- a life changing event- as well as sustaining- a 
less visible effect which may contribute to a person’s daily functionality.  A brief 
description of each quadrant is outlined below.  
 
Quadrant A- personal change: learning has been instrumental in personal or 
professional change.  Quadrant B- self-maintenance: the effects of learning have 
provided stability and maintained both emotional and physical well-being.  
Schuller’s analysis reported examples of poor health being averted and the sustaining 
of positive health states.  Quadrant C- social fabric: Schuller suggests that one of the 
consequences of sustaining individuals is that they can contribute to the ‘collective 
environment that is conducive to sustaining health’ (2004: 27).  Maintaining the 
social fabric also includes the socialising impact of learning when, for example, 
community members appreciate other people’s values and opinions.  Quadrant D- 
community activism: learning leads to social change, through individuals or groups. 
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The important way of confirming community activism, according to Schuller, is that 
the collective milieu is changed.  
 
As stated above, the ‘impact of learning’ matrix was conceived as an exploratory tool 
rather than as a device to record an individual’s experiences and Schuller goes onto 
to observe that,   
 The overall point is that the individual/collective dimension, like the 
 sustaining/transforming dimension, cannot be treated definitively as a linear 
 axis along which individual cases can be plotted.  This means that both 
 dimensions of the matrix are to be understood as heuristic rather than 
 definitively reporting devices.  It prompts us to think about the dynamic 
 interaction between on the one hand continuity and changes, and on the other 
 hand individual and collective effects. 
(2004: 29) 
Following Schuller et al., I do not attempt to ‘plot’ individual cases on the matrix.  
The rich data generated from this study involved analysing complex personal 
accounts that do not fit easily into analytical categories.  However, in this chapter, for 
the sake of clarity some of the data has been collated under the above four ‘sites’ of 
impact.  It should also be noted that this analysis was informed by an appreciation of 
participants’ entire accounts, rather than a process of merely splicing pieces of data 
to correspond to four classifications.  First, themes emerging from data relating to 
personal change are presented: participants’ understanding of health; participants’ 
personal health; and respondents’ skills, knowledge and understanding.  Second, self-
maintenance:  I illustrate how competing HIIC provided a focus or opportunity for 
achievement for participants experiencing personal difficulties.  Third, social fabric: 
I describe participants’ accounts illustrating how their awareness of wider social 
issues and tolerance of others had developed as a consequence of completing HIIC.  
Fourth, community activism: manifestations of community involvement are presented 
including further analysis concerning CCB.  In the final section some of the 












































































































































































































































10.1. Personal change 
The data presented in this section are divided into three main parts.  First, I discuss 
the influence of HIIC on students’ understandings of health.  Whilst some 
respondents reported no change, others felt that their understandings had been 
reaffirmed, broadened or made qualitatively different after completing HIIC.  
Second, I consider participants’ health experience, which was influenced by the 
process of completing HIIC in the following ways: a) by an increase in self-
confidence, which had various health-related benefits, for example career 
development and ameliorating negative personal circumstances b) by influencing 
health beliefs, which in turn informed health behaviour in relation to diet and 
smoking, and c) by changing participants’ emotional well-being, although this had 
both positive and negative effects.  Third, I present data relating to personal change 
in skills, knowledge and understanding, which related to career development and 
interpersonal skills. 
 
10.1.1.  HIIC’s influence on understandings of health   
The topic of health is an important component of the HIIC course.  A social model of 
health is used, which simply stated assumes that economic and social factors impact 
on health.  During their interviews, participants were asked to reflect on their 
definition of health and to identify some of the factors that affected health (as 
presented in Chapter 9).  It is therefore perhaps unsurprising that course materials 
and the experience of participating in HIIC influenced some respondents’ accounts.   
 
The influences of HIIC on students’ understanding of health are categorised in the 
following way: reaffirmed, broadened, and changed.  Reaffirmed- their HIIC 
experience and the course materials confirmed students’ existing ideas about health.  
For example, S1, who had worked in a health / community context both as a full-time 




 S1:  It was always obvious to me that health was more than just about 
 having something physically wrong with you, to me that was just a small part 
 of your health and issues like where you lived, your relationships, what you 
 did [in] everyday life, to me always had a bigger impact…and to have a 
 course  that recognised that, I thought, ‘oh this is the way forward’. 
  
Two participants reported that the themes raised in the HIIC course were broadly 
comparable to other courses they had completed: 
 RP:  Was your degree quite similar to some of the issues that came up [in 
 HIIC]? 
 S18:  It’s like I say, it [HIIC] was very, very, very similar to what I’d done, 
 so it was more kind of reinforcing than changing. 
  
 RP:  Thinking about after you finished HIIC, did you feel that your 
 knowledge about health or your community had changed? 
 S19:  I don’t think so, but I think I was kind of different, because I’d done the 
 rural health studies course, a lot of it kind of overlapped.  It…refreshed my 
 mind. 
 
Therefore, some participants’ knowledge relating to health had been reconfirmed, 
rather than extended. 
 
Broadened- some students indicated that their understanding about health had 
already reflected a holistic or social model of health prior to HIIC.  However, after 
completing the course they suggested that they had developed an awareness 
regarding some of the other factors that might influence health:     
 S12:  I know this anyway, but I suppose I just got a bit more insight 
 into…the range of things that affect health. 
 
 RP:  Did you understand what health means in a different way? 
 S4:  It was a roundness about health. 
 
 S1:  [The course] made me think about [the] obstacles and barriers to health. 
 RP:  Could you think of an example? 
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 S1:  Power barriers, race barriers, excluded groups, homeless and things like 
 that.   
 
In addition, one participant identified that a particular aspect of her health-related 
knowledge was increased:  
 RP:  Do you think you learnt anything new about health by going on the 
 course? 
 S9:  Yeah, I learnt that cough medicines are absolutely no bleedin’ good 
 [laughs], they’re a waste of money. 
 
 
S10’s understandings of health was broadened in the context of other people’s 
behaviour: 
 S10:  Although on the course…it did open my eyes a lot to my classmates 
 and their attitudes to health.  If you were worried about your health, would 
 you go out on the piddle every night?  And drink yourself stupid?  No, I don’t 
 think so…And yet they’re happy enough to do it and go on a health 
 course…Now  I’m not condemning them, don’t get that in your head. 
 
In the above quote, a number of assumptions are made.  First, that the other students’ 
behaviours correlated with their views about health.  Second, that the other students 
were concerned about their health.  Third, that drinking alcohol was incompatible 
with being ‘worried about health’.  Raising health awareness in this way was an 
unintended consequence of HIIC.  It is possible that this quote reflected a 
problematic relationship between S10 and some of the other students.     
 
Changed- students’ understandings of health had altered after participating in HIIC.  
Some respondents initially held the view that health was related to physical 
symptoms or to being able to function and fulfil daily tasks.  However, after 
attending HIIC these students considered health to incorporate other aspects and not 
just physical factors: 
 S7:  Aye, health, I can see a bigger picture now, before to me health was just 
 can you put one foot in front of the other?  Do you feel alright getting out of 
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 bed in the morning to go and do a days work?  You know, but I now realise 
 that there’s more to health than physical health. 
 
 S6:  Before hand it meant, like you talk about health, I used to just, you know 
 the first thing that pops into your head is ‘oh somebody’s ill…’, but after the 
 [HIIC] course, it made me see that health isn’t just about illness and having to 
 go to the doctors or hospitals.  It taught you about health, about general well-
 being…it’s the way you live…there’s a lot wider variety of issues covering 
 health that what I thought…You don’t realise that health covers so many 
 things…it’s about living, how you live really. 
 
 S3:  Where that [HIIC] made you see that you know other things effect your 
 health, rather than just your actual illnesses. 
 
Health was also linked to concepts such as power and deprivation, for example, S2 
identified how her experience of HIIC had prompted her to reflect about wider social 
issues, which she related to a personal experience when she had felt manipulated by 
an ex-colleague: 
 S2:  Yeah, I suppose, because I think you learn that health is not just 
 physical…it made me look at things in a different way, definitely, just about 
 again the poverty and inequality, power.  I mean the power made me 
 physically ill, mentally ill…So I would never, three years ago, never have 
 thought that in my life that something like that could have made me 
 physically ill and it did through somebody else’s power…yeah, it made me 
 understand a lot of things more, you know, to do with my health. 
 
In addition, S15 identified that her attitude to health had changed by becoming aware 
that poverty was still a contemporary issue through reading some of the course 
materials: 
 S15:  I think when you cover the poverty and inequality [in the course] and 
 things like that…you know, nowadays, I didn’t think poverty that was 
 something that, you know, I just associate that with like 1900 and whatever, 
 so to still find out that, nowadays, like the reports, some of them were like 





Remained unchanged - Some students reported that participating in HIIC had a 
negligible influence on their understanding of health: 
 RP:  Do you think any of your attitudes have changed say to your own health 
 or what you think about the community, where you live? 
 S11:  Nah, don’t think so. 
 
S17, a retired physical education teacher, taught physical exercise for older people in 
her local community centre: 
 
 RP:  Did you think you learnt anything new about health by going on the 
 course? 
 S17:  No. 
 
I would argue that S17’s existing understanding of health meant that the 
opportunities for health-related learning from participating in HIIC were reduced 
compared to others with a different background. 
 
In summary, the first aspect of personal change related to participants’ 
understandings of health and it was shown that these were reaffirmed, broadened, 
changed, or had remained the same after HIIC. 
  
10.1.2. Health-related change 
A number of participants discussed how their own health may have been influenced 
by participating in a HIIC course.  These experiences are categorised below 
according to the health-related context in which they occurred.  First, at an emotional 
level, students spoke about HIIC having a positive impact on their confidence or self-
esteem.  For example, S15, who had begun a career in licensee management, 
identified that she felt more confident and was reconsidering her career:   
 RP:  I was wondering if you feel if you’ve changed in anyway after going  on 
 the course? 
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 S15:  As I say, it’s encouraged me to, it gave me a boost, to go on to learn 
 again…and I would like to do something…maybe health based or I quite 
 fancy community education work. 
 
S3 also found HIIC had increased her confidence and helped her to engage with 
another training course: 
 RP:  Did you feel that you changed in any way? 
 S3:  Well, I’d say I was a wee bit more confident…shortly after that [HIIC] I 
 had to go on courses with my work, because they were opening a new care 
 home and we were getting training…and a lot of us had to go to college for 
 so many days, and a lot of them were saying, ‘oh, I’m not’, people a lot 
 younger than me, ‘oh, I’m not, how am I going to manage, I’m no good at 
 writing’.  That didn’t worry me, ‘cause I’d done that. 
 
Similarly, S1 felt that attending HIIC had positively influenced her sense of self-
confidence, which had contributed towards her involvement in a residents’ group 
(see page 232).  In addition, she stated that:    
 S1:  I value more what I’ve got to say myself now and I’ll speak out more. I 
 wouldn’t put up with things that I might of, put up with before. 
 
S6 articulated in depth how her increased self-efficacy had changed her personal and 
physical circumstances.  Firstly, in the context of a previous relationship: 
 S6:  I actually met somebody that I was with for seven months before I met 
 my current partner…I was kinda lonely in my own house and it was a friend 
 that I’d knew…we kinda got together and he moved in with me and then he 
 started treating me badly and it was through doing the course that I realised 
 how to deal with him, so it helped.  I think if I’d never done that course and I 
 didn’t have the confidence in knowing what I knew, I’d probably stayed with 
 him and continued letting him hit me and treat me bad.  Whereas the course 
 gave me the strength…I knew [what] I could do to stop it, I knew I wasn’t 
 alone. 
  
Secondly, in adapting to and accepting her role as a mother: 
 S6:  Then when I had my daughter I kinda let myself go and didn’t care what 
 I looked like…I mean, I was prescribed anti-depressants and I wasn’t 
 coping with having a daughter so young and the course gave me the 
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 confidence to realise that it doesn’t have to be like that…you can make things 
 different in your life. 
 
Thirdly, by securing financial resources: 
 S6:  During this course…I found out that I was entitled to a lot more help in 
 raising my daughter…When I got my house, I took out a top floor [flat] and 
 the best way to describe it was a dump and I took it thinking, ‘I’m a single 
 mother, they’re not going to give a single lassey a good house’, and then it 
 wasn’t until after the course that I started fighting and I thought, ‘I’m entitled 
 to something better…’  The course basically gave me confidence to 
 fight…what I’d a right to, I never thought I had the rights before. 
 
However, one participant’s narrative suggested that an increase in self-confidence 
from completing HIIC, while beneficial to emotional and mental well-being, could 
also be problematic and lead to confrontation with other people.  S5 spoke about 
conflicts she had experienced with a health professional and with other members of a 
local community organisation (a group that S5 had been involved with before 
starting HIIC): 
 S5:  And she [health visitor] seemed to think  that because I did the 
 health issues in the community training, that I had become quite bolshie…I 
 was just asking for what we were entitled to and she didn’t like that, because 
 before I had been an insecure mother, who had a two-year old who was a 
 nightmare…because she was my health visitor and the roles really turned. 
 
 S5:  Often what happened was they [community group] would do stuff, you 
 know make decisions  and I didn’t agree with the decisions, but I thought, 
 ‘well, if it’s got that the community agree with it and that’s the consensus, 
 then I’ll go with that…but then they would say, ‘well, what do you think?’, I 
 said, ‘I can’t say what I think because I get shot down, because I think 
 differently from anybody else’….they used to find it really difficult, ‘we 
 don’t understand why you don’t feel the same as us’…I said, ‘I’m an 
 individual, I’m entitled to my own opinion and until you respect other 
 people’s opinions, you’re not going to get anywhere’….there’s a lot more 
 folk involved, which is good and I’m still taking a back seat, but I would like 
 to see that addressed, what happened to me. 
 
Whilst reluctant to continue her active involvement in the group, S5 referred 
elsewhere to how developing a belief in her own abilities had contributed towards 




The second health-related change concerned health behaviour and beliefs.  For 
example, S6 referred to adopting a different diet after HIIC: 
 S6:  I was a terrible eater until I started that course…and because it was to do 
 with health issues in the community…at lunch times you were only given a 
 healthy choice meals and since I’ve had a lot better diet, because it 
 encouraged me to try things. 
 
S11 reported how completing one of the course assignments had increased her 
knowledge about nutrition:  
 RP:  Do you think you learnt anything new? 
 S11:  Yeah, yes. 
 RP:  What type of thing? 
 S11:  Well the way I looked, you know, into the healthy eating…I found out 
 quite a bit, different things…like diets and what-not. 
 
In another example, a student expressed how the course experience had begun to 
influence her beliefs about smoking and diet: 
 RP:  Do you think it changed your attitude about health? 
 S7:  Now, everything’s bad for you, everything you like to do is bad for 
 you…But when you start to actually get an education on it and see  that folk 
 arenae just saying it for the sake of saying it, there are reasons and  you start 
 to make the links, I’m now actually consciously trying to make changes to 
 what I eat, to the smokin’.  I’m still smokin’, [but] my mind-set [is] changing, 
 I’m believin’ that’s the difference, I’m believin’ that things are bad for you. 
 
The final context of change related to participants’ mental well-being: 
 S8:  I think that when I first started the course…I was quite depressed and felt 
 like shit, don’t want to be here and all that crap and I think what I found 
 interesting was that as the course developed…rather than being told ‘this is 
 shite’, it’s like ‘well, I know it is and I can do something about it’. 
 
Similarly, S5 also referred to a positive outcome after completing a HIIC course:   
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 S5:  I think up and till I had been on the health issues course, I kinda lived  in 
 a bit of a fog.  I was fed up and I wasn’t depressed as such, but I lived at 
 home with two kids, I[‘d] nae money, I struggled all the time and although 
 when I started the HIIC course, I still never had any money, I was actually 
 starting to feel alive again…I was starting to feel that there is something out 
 there…I thought, ‘yeah, I can see a way forward’. 
 
In contrast, S7 described the negative impact on her mental health of reflecting on 
her circumstances coupled with the overall management of the course: 
 RP:  Did you find any of the course challenging or difficult? 
 S7:  It was very challenging…You wanted to see changes, you knew that 
 changes should come about, but you then started to realise that, ‘how can you 
 change that?’…I didnae have enough understanding…I didnae have a view of 
 the bigger picture, it gave me a bigger picture on my situation, but it wasnae 
 big enough for me…I felt in a kinda time-warp…[I] thought it [HIIC] gives 
 you a lot of answers, but you’re left just, but where do you go from here?, and 
 actually for me personally, I kinda slid back into depression…for all that I 
 found it good…I found it stressful, I found it quite traumatic, because of the 
 group dynamics. 
 
In summary, the data in this section highlighted how participants’ health experience 
had been influenced.  Completing HIIC increased some participants’ self-confidence, 
which had health-related benefits.  Participants were also exposed to health 
promoting messages, notably regarding nutrition and smoking.  It was also reported 
that HIIC had a positive and negative impact on participants’ mental health. 
 
 
10.1.3. Skills, knowledge and understanding 
In this section, I highlight examples of how participants’ experiences of HIIC 
contributed towards increasing their general skills, knowledge and understanding:   
 T6:  It’s given me additional resources that I can use and contacts too. 
 
The above quote suggests that participating on HIIC could widen social networks.  
This was also demonstrated by data relating to course I, co-tutored by T8 and T9, 
which was delivered in a highland, island location.  It is possible to consider some of 
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the benefits and unintended consequences of networks by referring to the concept of 
social capital.  
 
T8 reported that an awareness about potential HIIC students, prior to the course, had 
helped to present the course materials at an appropriate level: 
 T8:  I think you know the last course, even though we knew the abilities of 
 the people that came on the course…we didn’t know them that well, but we 
 kind of had an idea and we could pitch the course. 
 
In addition, T8 identified how prior knowledge about the students had informed the 
recruitment strategy: 
 T8:  That was almost like me looking at people who you’d think, ‘well, 
 she’ll be good for the next health group…’cause we got involved in a lot of 
 that so we knew everybody, so you’ve got an idea about who would be 
 appropriate to be involved in [HIIC]. 
 
A student, S19, from course I, described how she was approached to participate on 
the course: 
 RP:  Could you tell me how you decided to go on the health issues course? 
 S19:  When I was doing my degree, I had done my research project on male 
 health in the [place] and as part of that I’d interviewed T9, who worked in the 
 [name] community project…T9 knew that I was interested in health and was 
 looking to do anything…She [T9] phoned up and asked if I’d be interested in 
 [HIIC]. 
 
S19 also stated that completing the course had helped secure employment as her 
current employers had valued her participation in HIIC:     
 S19:  They [employers] were quite pleased that I’d done [HIIC], when I 
 came for my interview.  It was quite handy to say I’d done it, it did help in 
 the interview. 
 
The above accounts from T8 and S19 can be related to the concept of social capital, 
which according to Coleman (1988b), a key figure exploring social capital, flows 
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through networks and information channels (Gamarnikow & Green 1999).  T8 and 
T9 accessed their social networks to identify potential HIIC students who (in their 
judgement) would benefit from the experience and who had existing knowledge 
about the themes and issues raised in the course.   
 
Social capital is the basis of social mobility (Bourdieu 1985).  Despite scarce 
employment opportunities in the local area, S19 influenced her economic 
circumstances by finding employment after completing HIIC.  In addition, T8’s and 
S19’s accounts demonstrate how aspects of social capital can ‘limit participation, as 
well as to promote it’ (Field, Schuller, & Baron 2000: 261).  S19 accepted an 
opportunity to participate in a HIIC course via an invitation by a tutor.  However, 
T8’s description of recruiting potential students (selected by degree of 
appropriateness) by implication would restrict opportunity for those considered 
‘unsuitable’.   
 
Another example of how networks were utilised was found in S16’s account.  S16, a 
community development worker asked other students (S18 and S19) to complete a 
piece of work, which she subsequently used in a funding application:  
 S16:  Two of the students that were there…they asked to come here [S16’s 
 project] and do work placements after [HIIC] for work experience and they 
 both came along and they actually carried out a, [it] wasn’t an appraisal as 
 such, it was more just a community profile…which was very good…very   
 instrumental in our funding package that we got.    
  
There were additional examples of students who stated they were motivated to 
complete HIIC because they recognised that it might improve their employment 
prospects, for example, by acquiring relevant information and experience: 
 S13:  I wasn’t working at that point and I thought, ‘yeah, this will be a good 
 idea’.  [I] wanted all the training and information that I could get, ‘cause I 




Similarly, an increased sense of confidence in one’s capabilities could influence job-
seeking behaviour: 
 S5:  I think it does, whether they’re the main aims of it [HIIC] or not, but it 
 actually raises the self-esteem of the folk who are on the course, ‘cause I 
 certainly felt able to go and be interviewed for a job, and I would have never 
 gone for that job if I hadn’t done the health issues. 
 
S8 saw the course as an opportunity to ‘test’ his capabilities after being unwell and 
suggested that completing HIIC was an indication of whether he would be able to 
return to work again: 
 S8:  Because I’d been long term ill, I was not sure whether I could hold down 
 a job to be honest, but I felt I had to challenge myself somehow. 
  
Other participants described applying their learning from HIIC to their current 
professional roles.  For example, S13, a community school / youth worker had 
developed a more assertive approach:   
 S13:  That’s one of the other things I learnt as well…is that it’s ok to say 
 ‘no’.  Which I never have said before, so that’s one thing that was really, I 
 found very, very useful…Yeah, it’s taken me forty-eight years to learn 
 that…I’m passing that onto the young people as well. 
 
S14, a manager of a health promotion project, had assumed that the HIIC course 
involved examining clinical health, rather than exploring the social determinants of 
health and the community development processes used to address health inequalities.  
However, she reported that after completing HIIC, she had a better understanding 
about some of the community development issues that related to her role: 
 S14:  Because of the sort of project that I manage, it [HIIC] would help in my 
 work.  So going along thinking it would be talking about specific health 
 issues and of course totally like [expression of surprise], I don’t know what 
 this is all about, but it was fantastic, I’m so glad I went…it’s helped me more 
 actually, even more than I thought it would, because the issues I learned 
 around the community issues are far more valuable and important to the work 




In addition, S2, a community worker, explained how she thought one of the units in 
the course had helped: 
 S2:  I probably use it quite a lot in my job, that I would never before…I know 
 I keep harping on about that, but probably the dimensions of power is 
 probably the one, because I work with volunteers quite a lot…because of the 
 [fruit project] and there is quite a lot of power struggles going on there and as 
 a worker there’s a lot that I can’t do…because these are volunteers and 
 there’s  ways to deal with that…I can recognise [the power struggles] as 
 coming up now. 
S7, who had suffered from depression, described how she felt that participating in 
HIIC, (as part of a pre-employment training scheme) had been a motivating influence 
in her life: 
 S7:  Basically, to get me out of the house…as much as anything…so it 
 wasnae [was not] the job that enticed me, it was, I think it was more the kinda 
 [kind of] knowledge, the information and just to see what I could get out of it.  
 
S4, an active health council volunteer, had applied aspects of the HIIC course to a 
public consultation involving local health care providers: 
 S4:  With the out-of-hours [service], the [Primary Care] Trust came and held 
 a public meeting in the town centre, there was seventy people there, [who] all 
 came with a political agenda.  There was a top-table…with an audience more 
 or less throwing stones at each other.  Whereas, I’d been through this course 
 [HIIC] and I knew that the room was laid out wrongly to start with. 
 
The participants were asked to reflect on whether they had acquired any new skills 
by completing a HIIC course and there were four main responses.  Firstly, 
participants gained abilities relating to negotiating the course successfully:  
  
 RP: Was there any new skills that you learned? 
 S5:  My academic skills, I mean, I had never written an assignment since high 
 school…probably about twenty years, since I had last written anything on 
 paper. 
 




Secondly, participants referred to developing skills that enabled them to work with 
other HIIC students during the course: 
 S4:  I enjoyed team-working skills. 
 
 S15:  I’ve never been bad at participating in a group, but I think…its been 
 improved and speaking up as well…I find it easier now to participate. 
 
 S13:  The only drawback…was one disruptive influence, which caused quite 
 a lot of problems, but we dealt with it and in dealing with it, that was also a 
 learning process as well. 
 
 RP:  Do you think you learnt any new skills after going on the course? 
 S20:  See, I don’t think I learnt anything really new because I’d just did that 
 other course, but I think it helped just with group skills…and speaking in 
 front of people. 
 
Thirdly, the HIIC experience appeared to encourage the development of 
interpersonal skills:  
 S9:  Listening a wee bit more probably. 
 S14:  Yeah, probably to listen a bit more. 
  
Finally, a few participants could not identify any new skills they had developed 
through HIIC: 
 S7:  Skills? [laughs], aye how to body-swerve, how to run from people who 
 were going to give you grief.  No, I think any skills I came out with, I went in 
 with, no. 
 S12:  Erh, no, no I’d have to say no. 
 S11:  [shakes head, indicating no] 
 
In summary, data from this thesis indicated how participating in HIIC influenced 
employment opportunities, although selective recruitment methods may restrict 
opportunity.  Some participants’ accounts suggested that they had developed their 
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interpersonal skills through the group work aspect of the course, while others could 
not identify any change in overall skills, knowledge or understanding.    
 
10.2. Self-maintenance 
In this section, data concerning the self-maintaining effect of learning is presented.  
Schuller et al. (2004) makes particular reference to the sustaining impact of learning, 
finding that regular attendance at educational classes prevented depression, or those 
already suffering from depression reported that their condition stabilised or 
improved. Data from the current study indicated that the experience of participating 
in a HIIC course had a sustaining effect by firstly, providing a structure or routine for 
participants during challenging personal circumstances and secondly, by presenting 
opportunities to form personal relationships.   
 
Initially, S10 expressed a negative opinion about HIIC.  For example, she was 
sceptical about the claims on a leaflet advertising the course, which implied that it 
might improve employment prospects by increasing skill levels.  S10 also reported 
episodes of conflict with another course participant and cited examples of how her 
religious beliefs had been ridiculed on occasion during these exchanges.  Despite 
S10’s negative experiences of the course, she stated that her reasons for participating 
were:   
 S10:  To occupy my time, I take up courses to occupy my time.  I think it’s 
 quite a good idea ‘cause it keeps the old grey cells ticking over.  
 
However, she later stated that there were other reasons for attending HIIC aside from 
mental stimulation: 
 S10:  I think that’s why I do courses and things like that, not just sort of to 
 occupy the brain, but I think it’s meeting the folk and doing the thing, it’s 




S10 described a number of life events and challenging personal circumstances, for 
example nursing a dying parent, and coping with the associated loss of a significant 
relationship.  Based on S10’s account, HIIC could be seen to have a sustaining effect, 
illustrated by the course occupying her time and by the positive effects of meeting 
new people.  I would suggest that S10’s motivation to participate on a HIIC 
programme was partly to alleviate a sense of isolation or loneliness.   
 
Perhaps a more explicit example of how participating in a course can lessen the 
affects of isolation can be found in the following quote by S5, who highlighted how 
she appreciated the contact she had with the other students, especially when her 
children were younger: 
 S5:  [I] got to know these three other girls who were in my group…and we 
 started going for lunch together and things like that.  So we felt kinda happier 
 in knowing these people and we all often continued the discussion…At that 
 point I lived with two, [five and seven years old]… kids who can’t really hold 
 much conversation.  It was absolutely great…to have those four days when 
 you were actually going out and having intelligent conversation [laughs]. 
 
Another student identified how participating in the course had provided a different 
environment and a purposeful routine at a time when she was managing difficult 
personal circumstances:   
 S15:  I went through quite a rough time when the course started…I ended up 
 being on my own with [daughter’s name], so I had quite a lot on board at 
 [the] time…it was good for me that way, ‘cause I knew I had something to go 
 to, I had something to focus on, but it certainly kept me going. 
 
The process of completing a HIIC course provided a structure for S15 while a 
personal relationship ended as well as representing an opportunity for achievement, 
all of which contributed to a sustaining effect.  
 
In summary, accounts of the self-maintenance effect of HIIC were particularly 
evident in relation to personal difficulties.   
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10.3. Social fabric  
According to Schuller et al. (2004) the social fabric or collective environment 
concerns aspects of communal living and working, which can influence health states.  
In addition, maintaining the social fabric also encompasses certain ‘socialisation 
effects’ as community members gain a deeper understanding about one another.  
Data from this study suggest that participants’ experience of HIIC can be related to 
the social fabric, such as developing a broader awareness about social issues such as 
drug misuse: 
 RP:  Have any of your attitudes changed?  For example, about health or 
 about where you live? 
 S6:  mmm [recognition], before I would judge people…I wouldn’t trust 
 people  so easy…I was like, if somebody took drugs or if somebody drank…I 
 would  be very judgemental and think they’re bad people, whereas the course 
 made you see that it’s because of the things people went through in their life, 
 that’s why they become like that and therefore…they only need one person to 
 trust them and to help them along. 
 
Similarly, the course enabled participants to reflect on their interpersonal skills:    
 RP:  After you finished the course do you think you changed in anyway? 
 S13:  Yeah, I think…although I’m quite an open person and I’ve always 
 believed in the ethos of listening to both sides of a story before you judge…I 
 think that was more intensified and [made] me more aware that observation 
 in the first instance is more useful than just going on firing all guns. 
 
 S13:  I think it’s probably given me a little bit more patience in dealing with 
 [laughs] some of the older generation up here. 
 
The experience of HIIC also challenged how some participants related not only to 
other course students, but also to other community members: 
 RP:  After you finished the course, do you think you changed in any way? 
 S12:  What it did do, it gave me an insight into the amount of people that are 
 wandering round who have a lot of skills…So I suppose it changed my 




 S17:  Maybe more tolerant to other people’s viewpoint and this being such a 
 small community, there’s very little chance to sit down and speak and debate 
 like that, you become very insular…round here…[in addition] I never 
 realised how the mothers around here felt about the school meals…they felt 
 that the elderly around here are better fed. 
  
Therefore, some participants identified how their HIIC experiences had influenced 
how they understood and related to other people or groups, and this appeared to be a 
broadly positive experience.   
 
Compared to the above examples of HIIC influencing participants in relation to 
others, some respondents reflected on the wider social fabric in the process of trying 
to understand or explain their personal circumstances.  S20, S5 and S7’s accounts 
made references to how their HIIC experiences had enabled them to understand and 
contextualise aspects of their own lives: 
 S20:  I enjoyed… [aspects of the course units] a lot about poverty and you 
 know equality and equity…when I was on benefits…somehow you realise 
 ‘hey, I’m on the poverty line’, ‘cause you are really, I mean you’re like on 
 benefits and I found it really hard…and I suppose I quite enjoyed it ‘cause I’d 
 been [in poverty]. 
 
 S5:  I suppose it started to make sense to me, because before then, although I 
 knew what I knew, I couldn’t make the connection and yeah it just started to 
 kinda make things clearer to me and certainly I was able to understand.  I felt 
 as though I’d achieved something. 
 
After reflecting on S5 and S20’s interview transcripts, I would suggest that they 
found the process of understanding their circumstances helpful.  However, for S7 this 
process was a challenging experience.  The HIIC course S7 attended was part of a 
pre-employment training package, which included other courses such as first aid and 
food hygiene.  S7 described a number of negative aspects of her experience, for 
example a lack of appropriate support after discussing difficult issues.  Although she 
was able to demonstrate a broader comprehension of her circumstances, there were 
detrimental consequences:    
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 S7:  I think the poverty [unit in the course], I found that quite mind blowing, 
 because I thought, ‘Jeso, I could slot right in there’, and I never thought that I 
 grew up in poverty (laughs), I never thought I was deprived…and yet when I 
 was reading that I thought, ‘that’s me, I’m part of that process’.  I found that 
 quite, quite interesting, mind blowing as well.  I found that’s where it brought 
 feelings out of me, anger…it left me kinda finger pointing…at my 
 parents…It’s not her [mother] fault, I can see that now. 
 
 RP:  Did you begin to feel different? 
 S7:  Oh aye, definitely…Oh God, I had that many different feelings about it.  
 I started to go through a process of ‘how can people not see what’s 
 happening?, how are people not doing something?’, and then I thought to 
 myself, ‘they’re not doing it because they don’t know, right?’ and do you 
 bring it to their attention?.  It was terrible, I mean the conflict that goes on 
 inside you’re head, it’s murder. 
 
In summary, data suggest that participating in a HIIC course had a socialising effect, 
notably in relation to appreciating social issues, such as drug misuse, and to 
interpersonal skills.  In addition, some participants were able to understand and 
explain their personal circumstances through applying aspects of the course, although 
this was both a negative and positive experience. 
 
10.4. Community activism 
As noted at the beginning of this chapter, community activism, according to Schuller 
et al., is characterised by a ‘transformation of the collective environment, or features 
of it’ (2004: 27).  In this section, I discuss whether participation in HIIC influenced 
respondents’ community activism.  However, in the context of the study design and 
methodology this is a  problematic question because this study did not set out to 
evaluate or measure the impact of HIIC.  One way to address this question is to 
consider how community activism is manifested.  In this section, data relating to five 
different perspectives on community activism are presented. 
 
The first variant of community activism might be considered as an ‘ideal type’ and is 
found in the following account.  S1 described her role in a local residents’ group that 
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had campaigned and obtained funds to secure gates to an area of land to the rear of 
their properties, which had been subjected to illegal refuse disposal, and had been 
used for selling illicit substances and other low-level incivilities:    
 S1:  We’ve a back-lane that runs up our house, up everyone’s house…and  the 
 lane at the back of the houses caused problems for years because…if there’s a 
 shop been robbed or if there’s drugs being sold  or people coming out of the 
 pubs at night, that would all happen in our lane...there would be fly tipping, it 
 was just an absolute dump.  So after the being on that [HIIC], I knew that  if 
 we got people together, then this street, we could collectively do something 
 about it.  [So we] set up a group, got in contact with our local councillors, 
 local MSP and got ourselves organised, got funding…and now we’ve got 
 gates on our lane after two years.  Even filling in a funding  application is 
 something I wouldn’t of thought of doing for myself before, but definitely 
 being on that course and working in this environment that’s effected my life 
 and life of people living around us, sort of vulnerable groups, elderly, 
 children. 
 
Attendance on the HIIC course encouraged S1 to form the residents’ group to 
address an issue they identified as having a negative impact in their residential 
locality.  The group lobbied politicians   and secured funding and was able to make 
the improvements.  In addition, at the time of S1’s interview the group was still 
meeting and had identified further concerns.  Prior to undertaking this study, I had 
expected to encounter more examples of this type of community activism.  However, 
after S1’s account remained unique in this regard. 
 
The second variation of community activism involved participating as a volunteer in 
a community-based group or organisation; on this basis a number of students could 
be considered active in their community: 
 S6:  With the [place name] Housing [membership committee] and that’s 
 about it really.  I mean I help out with the nursery, like parents and  things like 
 that to go on trips…I’ll help out wherever I can if somebody needs  me to help 
 out…It’s all experience for me, I mean I like to do it because I like  to help, 
 but also because it benefits me in the long run as well. 
 
 RP:  Have you been involved with any community projects? 
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 S15:  I’m trying to volunteer with a [project] in [place], it’s like a drop-in 
 centre, so I was waiting on my disclosure for that…I still try and help out 
 with the toddlers, I know it’s not the age group that I want to be at, but it’s 
 still something to put down [laughs]. 
  
 RP:  Have you been involved with any community projects? 
 S11:  Aye, play groups and mothers and toddlers and erm out of school care, 
 done that a couple of times. 
 
The three participants above indicated that they had been involved, or were in the 
process of becoming involved, in community activities.  It was notable that some 
participants had an active role in local childcare provision, which their children were 
attending. 
  
Notably, other participants initially denied any involvement with local groups or 
projects: 
 S3:  Not really, I’ve been too busy with the grandchildren [laughs]. 
 
However, S3 also referred to her role as a church elder and as a committee member 
for a local community centre.  Similarly:  
 RP:  And have you been involved with any community projects since going 
 on the course? 
 S20:  No, not really.  I’ve just done the face painting and...mural paintings [as 
 part of summer activity club at a local school].  
 
It is unclear why the above participants responded in this way.  One explanation 
might be that these participants did not classify their actions as community 
involvement.    
 
The third type of community activism related to a community-based professional 
role. The data from this study suggest that some participants appeared to construct 
their understandings of community involvement in terms of their paid employment: 
 
 234 
 S14 [Health promotion project manager] 
 RP:  I was going to ask, are you involved with any community projects?  But 
 you do that for a living. 
 S14:  That’s my work here. 
 S19 [literacy project worker] 
 RP:  Have you got involved with any community projects outside of your 
 work? 
 S19:  I do voluntary work, but that’s through work as well, so probably not. I 
 don’t really have time working three jobs [laughs]. 
 
However, I am unsure whether a definition of community activism which 
encompasses professional / paid activities, is valid or whether community activism is 
restricted to voluntary activities only. 
 
One participant (S5) reported (see page 224) how attending HIIC had resulted in her 
self-confidence increasing which had a positive effect on her job-seeking behaviour.  
In addition, she had developed a more assertive approach when dealing with other 
members of a community group, of which she was a part.  However, this participant 
found that she experienced conflict with others, which resulted in reducing her 
community activity with the voluntary group.  This participant’s subsequent 
experiences illustrated how completing HIIC can displace community activism from 
one context to another.  Thus, a simplified version of this account would state that 
S5’s immediate community lost an active member and that she was ‘re-deployed’ in 
a different type of community through her professional role. 
 
Fourth, it has been argued that community activism entails social and political 
change (Schuller et al. 2004; Wallerstein 1992) and in the following quote S5 relates 
her experience of HIIC to political institutions: 
 S5:  The other thing [that] surprised me was that how we can influence local 
 policies, because you often think we can’t do anything about this, because it’s 
 just happened…these things happen, it’s written by the [Scottish ] Executive, 
 local government takes it on and it’s fed through to the people and it’s done 
 to us, not for us.  But actually when I was on the health course [I] could see, 
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 [and]…that was the biggest thing for me, was I could see how I as an 
 individual had an opportunity to influence it…unfortunately when I did try 
 to influence what was happening, I kind of got met with a lot of resistance 
 and I think the important thing to learn from that is that you actually need 
 more people on your side. 
 
There are a number of points that can be raised from the above quote.  S5 
acknowledges the difficulty in achieving change at this level, especially as an 
individual.  In addition, S5’s initial sentences appear to be a statement regarding the 
condition of national democratic procedures and her other comments relate to the 
local community group and the disagreements she had with a health professional. 
   
Participants did not report similar examples of community activism at this level 
(change in the collective environment) other than by completing course assignments, 
whereby they identify a local health issue and the processes involved that would 
begin to address it.  Thus, data generated within the time-scale of this project did not 
support the assumption that participating in a HIIC course encourages community 
activism that affects political and social structures. 
 
Fifth, community activism can be considered in terms of potential or latent activism:   
 S20:  [HIIC] did teach us…how you can work as a community to sometimes 
 gain, you know, things that will benefit…like if you all work together as a 
 team…That would be interesting…if we wanted to do anything in this 
 community, I would probably pull in that stuff what we learnt…say if we 
 wanted to campaign for something…I would go back to the notes about how 
 to work together and what you do and the steps you take. 
 
In addition, HIIC could also be seen as part of a process that may facilitate 
opportunities for participants to obtain community/health related roles (for example 
S13 on page 223).  The experience of completing a HIIC course had been a 
significant experience for S6 and she reported a number of ways in which HIIC had 




 S6:  I’ve not been on any courses or training, but now…I’ve only been doing 
 it for three months, I’m doing voluntary work, you see I want to be a social 
 worker. 
 
In comparison to the above examples of different types of community activism, one 
participant reported that she was not involved in any community activity: 
 RP:  And have you been able to get involved with any community projects 
 since? 
 S9:  No, unfortunately not. 
 RP:  That’s alright, is that just a question of time? 
 S9:  Really, yep, it is yeah. 
 
According to other research everyday demands of family responsibilities and work 
commitments- especially when jobs are poorly paid or scarce- means that some 
people have little spare time, motivation or capacity to be involved with local groups   
(Campbell, Wood, & Kelly 1999). 
  
In summary, I would suggest that completing a HIIC course increases the potential 
for individuals to be active in their community in two main ways.  First, participants 
retain and then apply their learning of community development processes to address 
a health-related concern.  Second, completing HIIC can enable individuals to gain 
work in a community / health related context. 
 
10.4.1. Community capacity building 
The model of CCB used in this thesis was based on four dimensions: participation, 
resource mobilisation, links with others and role of outside agents (Labonte & 
Laverack 2001b).  Only one participant’s account (see page 232) corresponded to 
this model, by forming a group with other residents (participation and links with 
others), contacting the local council and MSP (role of outside agents), and obtaining 
funding (resource mobilisation) to secure an area of land near their properties.  In 
other words, this participant’s completion of HIIC influenced her to take collective 
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action in her residential locality on a voluntary basis.  This was the only example of 
this type found in the data.  However, three dimensions of CCB were exemplified in 
the following accounts; it was not possible to locate explicit examples of the role of 
outside agents in CCB.  
 
10.4.2. Participation 
It could be suggested that attending a HIIC course in itself represented this 
dimension of CCB.  However, one student questioned the meaning of participation 
and who might be involved in that process: 
 RP:  Was there anything else about the course that you found challenging or 
 difficult perhaps? 
 S4:  Involving people, you know, how do you actually involve the public?  
 How do you involve the community?  I mean, I’m involved in groups that 
 cause problems…they fall out among themselves, it is very difficult to take 
 decisions and satisfy people.  How do you take decisions?...if we set up a 
 community forum in [place name], is that giving more power to the 
 community or is it just giving power to one or two people in the group, who 
 are motivated to do it? 
 
Therefore, it is debatable whether participation in HIIC was a meaningful component 
of CCB. 
 
10.4.3. Links with others 
The rationale behind discussing with the participants if they had formed relationships 
with any of the other course participants beyond the duration of HIIC was to 
ascertain to what extent the process of completing the course had affected 
participants’ networks.  A number of respondents had expanded their social 
networks:  
 RP:  Do you still see any of the other students? 
 S6:  Really just Sally, she’s just turned thirty, she’s quite a wee bit older than 
 me, but we’ve become really good friends.  She’s actually my bridesmaid for 
 my wedding next year, aye, so we’ve become that close…She’s helped me 
 through when I was in the violent relationship, she was there helping me 
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 through it and I’ve been there for her kid, she’s been there for mine…we’ve 
 been there for each other, we’ve got a really strong friendship from it [the 
 course]. 
 
 S14:  Well the two community reps, yes they are both friends and I made 
 friends with another girl there, who I still see…So I’ve now got a new friend, 
 so that’s good. 
However, the frequency and quality of the contact was varied:  
 
 RP:  I assume you still see some of the people around [due to rural location], 
 do you feel that you are a bit more closer to them from going on the course? 
 S20:  Yeah, you do in a way, ‘cause you’ve, even if you don’t really kind of 
 speak to them all the time…’cause you’ve been on a course together, you’ve 
 worked together, you’ve talked together, you’ve chatted about you own lives 
 a bit even, you learn, you get a wee glimpse into their lives, so yeah it gives 
 you more knowledge doesn’t it, whereas you wouldn’t have that before. 
 
 RP:  So do you see quite a few of the people from the group? 
 S13:  Yes, I work with two of them and I see a couple of them, well I see two 
 others fairly regularly when they’re in town. 
 
S15 reported she had infrequent contact with former students: 
 RP:  Did you know them before the course? 
 S15:  I had seen a couple of them the two that were from [place], I had seen 
 them because I used to go in and out of the [name of shopping centre], but I 
 didn’t know them to talk to. 
 RP:  Have you seen them since the course? 
 S15:  We had like a wee graduation ceremony for getting my certificates, 
 January would have been the last time [participant interviewed in May]. 
 
  
However, one participant, S7, reported how she avoided one of the other course 
students: 
 RP:  Do you still see any of the other people from the groups? 
 S7:  I saw a couple in the passin’, but one of them I won’t even look at the 





In summary, data from this study suggest that involvement with the HIIC course had 
a variable influence on social networks.  Some participants reported that they had 
formed new friendships with other course students, others stated that they had little 
further contact, and there were examples of active hostility towards fellow HIIC 
students.   
 
In the context of this analysis, it is worth considering a critique of social capital, 
which questions the assumption that minor instances of cooperation that can nurture 
reciprocity and trust can evolve into inter-group cooperation (Levi 1996).  Thus, 
examples of interpersonal sociability (forming new relationships with other HIIC 
students) and specific collective activity (working together on a HIIC group project) 
do not necessarily correspond to the formation of groups that then address social or 
health issues.  However, participation in a HIIC course does present students and 
tutors with the opportunity to expand their social networks, which is considered 
potentially beneficial in the context of community development (Gilchrist 2003b).       
 
10.4.4. Resource mobilisation 
Labonte and Laverack (2001b) referred to financial resources and personal resources, 
such as self-confidence when describing the health-related benefits of resource 
mobilisation.  This thesis also suggests that individuals can be viewed as a 
‘resource’.  For example, at the time of their interview eight student participants were 
employed in a health promotion / community capacity.  Although knowledge of 
participants’ professional roles does not illuminate the nature of this ‘resource’, such 
as the quality or effectiveness of the worker and their practice, two broad points can 
be made.  First, a number of these participants reported that completing HIIC had 
broadened their understanding of their professional role.  Others highlighted how 
their experience of the course had enhanced their interpersonal skills, which were 
then applied in their professional role.  Second, a few participants stated that their 
motivation to participate in a HIIC course, in part, was to secure employment in a 
social and health context.  Thus, in this sense, it could be argued that participation in 
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HIIC can contribute towards realising potential resources.  However, this is based on 
the debatable assumption that paid employment in a community context can be 
included into a model of CCB.      
 
10.5. Analytical limitation  
Schuller recognised that learning can also have a negative effect in an individual’s 
life and argued that this effect could be applied to his exploratory framework.  
However, I would suggest that Schuller’s matrix implicitly reflects broadly positive 
outcomes.  When attempting to engage with data from this thesis using Schuller’s 
analytical tool, negative or negligible effects of learning were difficult to 
accommodate.  For example, S3 said that she enjoyed the course and stressed that 
she had learned about the structure of the local health board.  However, in terms of 
her experience of the course having a wider impact, S3 stated that: 
 S3:  It was good in that I felt if you could’ve got younger ones onto it, it 
 would have been really good for them…I’m not saying I was too old, but I 
 did admit I’m quite happy with the way my life is going, if you know what I 
 mean, whereas if you could have got some of these young ones on and get 
 them out of the house and maybe get them motivated to get a job or 
 something, it would have been ideal. 
 
Another student (S7) described how there was a lack of support in dealing with the 
negative emotions that she experienced during the course and that she felt vulnerable 
and exposed.  I would argue that Schuller’s matrix appears unable to reflect the 
nature or degree of negative effects of learning. 
 
10.6. Conclusion 
The data presented in this chapter were analysed with reference to an exploratory 
framework, which categorised the effects of learning (Schuller et al. 2004).  It was 
recognised that the ways in which learning can influence people’s lives are complex.  
The findings from this study suggested that participating in a HIIC course was 
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influential at a personal level, notably in relation to understanding the idea of health, 
actual experience of health and well-being, and interpersonal skills.  It was also 
suggested that learning can have a sustaining effect, as a number of participants 
recounted periods of experiencing challenging personal circumstances, such as 
illness or the breakdown of a relationship, which coincided with HIIC.  The action of 
completing HIIC provided a sense of structure or an opportunity to achieve. 
 
Participants also discussed the socialisation effect of learning in the context of wider 
social issues, for example, drug misuse, and in some cases this was manifested in a 
reflection on personal circumstances and history.  This process was viewed as being 
a positive influence, for example by developing tolerance and empathy towards other 
people’s perspectives or by being able to make sense of previous experiences.  
However, this process was also problematic as one participant in particular struggled 
to deal with her emotional response to her circumstances.  It was also argued that the 
exploratory tool used in the analysis reflected positive learning outcomes and that 
experiences that were negative or minor seemed difficult to apply to this framework. 
 
The accounts from this study supported different interpretations of community 
activism, although only one was interpreted as being concerned with changing the 
collective milieu or at least aspects of it.  It was also suggested that participating in a 
HIIC course may promote latent or potential activism through the provision of 
information about community development processes and by experiential learning in 
completing the assignments. 
 
The concept of CCB was revisited by examining the data for accounts which could 
be interpreted as representing the four dimensions of CCB.  It was argued that 
examples showing three dimensions could be found, although the extent to which 
this could be translated beyond an individual to a collective level, to confidently 




11. Discussion and conclusion 
This study explored community capacity building (CCB) within the context of the 
Health Issues in the Community course (HIIC).  CCB broadly refers to the 
development of attributes within a community which enable it to engage with 
particular concerns or issues identified by its members.  HIIC is a learning resource 
used to help programme students understand some of the social, political, educational 
and community development processes involved in tackling health-related issues in a 
community.  The aim of this thesis was to further understanding regarding the 
relationship between CCB, community development and health.  In addition, this 
study attempted to address the following research questions: ‘How did HIIC tutors 
and students understand the concept of community and was this understanding 
influenced by completing HIIC?’, ‘How did stakeholders and tutors understand the 
notion of community capacity building?’, ‘Was community capacity building evident 
in the experiences of the students after their involvement with the course?’, ‘Did 
participating in the HIIC course contribute towards furthering students’ 
understanding about health?’, and ‘Did participating in the HIIC course have any 
other impact on participants?’   
 
This chapter is arranged into three main parts.  First, the contribution this study has 
made is considered, followed by a brief overview of the research process.  Second, 
each research question and the aim of this project are discussed.  The research 
questions are addressed by referring to data from different findings chapters.  The 
final section describes some of the limitations of this study, identifies a number of 
implications for CHEX and NHS Health Scotland and finally presents some 





11.1. Contribution  
After reflecting on key features of this PhD a number of points can be made 
concerning its potential contribution.  There has been a paucity of research on CCB, 
and at the time of writing none had been conducted in a Scottish context, although 
one study was located in the North of England (Banks & Shenton 2001).  By using 
HIIC, a Scottish-wide programme, this study was able to explore concepts at a 
national level, for example by examining policy documents, and at a local level by 
recruiting participants from HIIC courses.  The HIIC programme also offered a 
distinctive research context in that the course focuses on community development 
and health together with other related concepts, such as power and poverty.  In 
recognition that HIIC could be placed in a political and social context, I decided to 
draw from different academic literatures rather than situating this study within one 
particular disciplinary approach.  This was a challenging undertaking, yet gave a 
broader appreciation of the main issues and concepts.  Whilst not a major 
contribution to methodological development, the study also developed and used a 
novel method to explore CCB with tutors.  This interview tool was used successfully 
and may inform further research in this area.  
 
During the analysis phase, I was able to consider participants’ accounts from three 
different levels of involvement with HIIC: stakeholders, tutors and students.  For 
example, I was able to draw attention to similarities and differences between 
stakeholders’ and tutors’ understandings of CCB.  The sampling technique and 
successful recruitment strategy also meant that participants came from a range of 
‘local settings’, such as urban and rural areas, and an island community.  Some 
participants made a number of references to their locality notably when discussing 
the concept of community and when identifying factors that influenced health.  This 
contributed towards the construction of rich and often detailed accounts including 
experiences beyond the confines of the course, such as personal health problems and 




This project was not designed as an ethnographic study and so I did not collect 
detailed or systematic observations during visits to data collection sites.  However, I 
did consider the impressions from my brief visits or travels when I was interviewing 
participants.  I would argue that such observations helped develop a sense of 
empathy.  For example, conducting interviews with S17, S20, T13 and T10 involved 
visiting the same remote location twice.  During this time, I was able to appreciate 
the level of local amenities.  Consequently, when S20 spoke about the difficulties of 
purchasing fresh fruit and vegetables (see page 203), I could partly relate to that 
experience.  However, in order to make robust claims, for example, about the 
relevance of local amenities or public transport provision to participants’ 
circumstances rigorous observational and interview data would be required to further 
explore these factors. 
 
This case study also made some contributions to theoretical and conceptual 
understandings of CCB and related concepts such as community development and 
social capital.  At the time of writing this thesis, other studies exploring the construct 
of CCB with UK health promotion practitioners could not be found.  Therefore, I 
would argue that this case study made an initial attempt to understand practitioners’ 
interpretations of CCB and so formed a useful basis from which to conduct further 
research in this area.  In addition, one of the features of this case study was that it 
involved interviewing participants from a range of HIIC courses as well as from 
different geographical locations.  This was important because it meant that CCB 
could be potentially explored within various types of communities, whereas other 
studies had conceptualised CCB by focussing on one area or on a particular project 
(see for example, Chaskin 2001; Goodman et al. 1998).   
 
Findings from this case study also provided support for existing conceptualisations of 
CCB.  For example, a number of participants stated that CCB involved equipping 
people with skills so that they could play an active role in the community (see pages 
154-6).  This finding corresponds to other studies that conceptualised CCB as having 
a ‘skills’ component (Chaskin 2001; Goodman et al. 1998; Scottish Community 
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Development Centre 2003).  However, I would argue that further research into the 
skills aspect of CCB is needed to clarify what type of skills are necessary to facilitate 
community participation. 
    
The contribution this study made to community development theory concerns the 
importance of the wider political context in which community development 
programmes are situated.  Shaw (2006: 3) argued that the origins of community 
development contain conflicting perspectives, those of welfare paternalism and those 
of self-determining working-class endeavour, which consequently resulted in the 
evolution of a ‘curiously hybrid practice’.  Shaw suggested that community 
development activity should reflect a concern with power and its facilitating and 
constraining effects.  However, 
 [d]ominant community development paradigms have inevitably been framed 
 within existing relations of power, aimed at adaptive approaches to ‘social 
 inclusion’, whereas radical versions have been more concerned with exposing 
 and transforming those structures and relations of power which systematically 
 marginalize and exclude. (Shaw 2006: 4)  
 
I would argue that considering the wider political context was a feature of this case 
study.  For example, in Chapter 2 I highlighted some of the key developments in 
health policy that may have influenced HIIC’s development.  Indeed, it is possible to 
perceive the early development of HIIC as a particular response to a political 
ideology that did not officially accept the concept of health inequalities, favouring 
instead health ‘variations’.  At that time the health improvement agenda was 
focussed on individual lifestyle choices rather than structural factors that can 
influence health (see page 34).   
 
However, as Chapter 4 indicated, political and policy discourse changed and 
communities are now encouraged to address health concerns and are expected to 
participate in local institutions with the aim of ensuring that public services are 
responsive to local need.  This was demonstrated by Improving Health in Scotland- 
The Challenge (Scottish Executive 2003), the Scottish Executive’s policy framework 
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to support health improvement, which cited programmes like HIIC as having a key 
role in ‘empowering the public and enabling people to become more involved in 
community issues’ (2003: 25).  However, one of the unforeseen consequences arising 
from the acceptance of community development programmes into mainstream 
political discourse is that programmes like HIIC might be seen as supporting a 
particular agenda rather than serving as a forum to challenge prevailing ideology.  By 
critically engaging with policy context and political discourse this case study was 
able to indicate how a broader appreciation of community development theory was 
possible by considering other structural influences.    
 
This thesis also furthered understanding about the relationship between community 
development and CCB.  In Chapter 4, I showed that theoretical definitions of 
community development and CCB were similar and that academics had begun to 
question whether CCB was a distinctive process or if it was just community 
development by a different name.  However, little work could be found on the 
relationship between community development and CCB.  An explanation for this 
might be that theorists view the two concepts as essentially the same and so there is 
no perceived need to consider this issue.  However, data from this case study 
suggested that participants perceived CCB to be distinct from community 
development.  For example, some stakeholders understood CCB as an outcome of 
community development or as a generic ‘tool’ to achieve a range of goals, but argued 
that community development was distinctive because it was underpinned by a certain 
ethos.  I would argue that further research exploring the relationship between CCB 
and community development should consider the role of values in framing 
conceptual understandings.    
 
The concept of social capital was reviewed in Chapter 3 and was again referred to in 
Chapter 10 when I described how participants used their social networks to influence 
their circumstances.  Whilst social capital was not a major consideration in this 
thesis, I would argue that the research indicated that exploring networks, a feature of 
social capital, might further theoretical understanding about how people access 
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resources that can have a health-related impact.  The importance of considering 
networks has been confirmed by other academics who argued that the literature 
concerning social capital and public health has been dominated by two particular 
interpretations of social capital.  Consequently, the marginalisation of a network 
approach has led to an incomplete conceptual appreciation of social capital (Moore et 
al. 2006).  This research project indicated the importance of considering the impact 
that programmes like HIIC can have on expanding people’s social networks.  In 
addition, I would suggest that further social capital and health research could 
examine the nature and quality of social networks in order to understand the type of 
networks that may influence community health. 
  
11.2. Synthesis of research process 
The first phase of the research process was to describe HIIC and to contextualise the 
main theoretical concepts used: CCB, community development and health. 
Community development and health have been widely debated and consequently 
extensive bodies of work on these topics exist.  In addition, this work often 
incorporates other concepts and themes, such as community or social capital.  HIIC, 
funded through NHS Health Scotland by public money, can be located in political 
and social contexts, which are also susceptible to wider influences and can be 
understood from a variety of theoretical perspectives.  Thus, placing the related 
concepts and terms in an appropriate and meaningful context was a complex task.  
This process was approached by exploring these concepts within three bodies of 
knowledge, which were classified as health promotion, community development, and 
social policy and political science. 
 
The second phase of this thesis involved establishing the methodological and 
analytical approach.  The research strategy adopted for this study was a subtle 
constructionist approach, which assumes that the world is both objectively real and 
socially constructed.  For example, diseases can be said to exist and epidemiological 
methods can be employed in a meaningful way to trace their distribution within a 
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population.  However, health, disease and illness are also socially constructed 
categories (Blaxter 2004).  In addition, an abductive methodology was deemed the 
most appropriate for this study.  This perspective assumes that concepts and 
meanings used by individuals can be used as a basis to construct social scientific 
accounts of social life (Blaikie 1993).  A researcher can take the accounts people 
present of their own actions and the actions of others and attempt to understand them 
in relation to existing social theories and perspectives.    
 
Methods are techniques used to construct data and it is important to use the most 
appropriate ones for any given study.  In Chapter 5, I argued that qualitative, semi-
structured face-to-face interviews were the most appropriate method for this project.  
In addition, a paper exercise was designed for the CCB component of the tutors’ 
interviews, primarily in order to introduce a potentially unfamiliar idea in a 
meaningful way and to aid discussion.  Interviews were conducted in disparate areas 
of Scotland, such as rural and remote regions, island communities and urban areas.  
From a sample of three participant groups-  stakeholders, tutors, and students- thirty-
five interviews were completed in total.  Data were explored using thematic analysis. 
Through a process of iterative reflection on interview transcripts, literature cited in 
the reviews (Chapters 2, 3, and 4), and in conjunction with additional literature read 
during the analysis phase, four main themes were identified: community, CCB, 
health, and impact of learning. 
 
In the following sections, I address each research question and then consider the aim 
of this study. 
 
RQ1) How did HIIC tutors and students understand the concept of community and 
was this understanding influenced by completing HIIC? 
Data in Chapter 7 suggested that tutors’ conceptualisations of community contained 
different features, such as geographical location or common interests.  Other aspects 
of community were a sense of belonging and that it was also perceived as a network 
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of communication.  A number of tutors with a community development / health 
promotion background gave similar definitions of community in their interviews.  In 
addition, community was expressed as a site of professional practice; for example, 
tutors referring to their full-time roles described how they organised certain 
community-based service provision by geographical area.  Finally, a tutor from a 
rural area expressed an expectation that members of a community should help each 
other.   
 
Findings in Chapter 7 suggested that tutors’ conceptualisations of community were 
not influenced by HIIC and I would argue that their professional practice and training 
appeared to be a greater influence.  For example, Chapter 7 and Table 6.4 (see page 
122) showed that a number of HIIC tutors were employed in a community-related 
role.  I would argue that the existence of such roles reflects, in part, the interest in 
community and subsequent support for community-based initiatives found within 
political discourse and policies (Amin 2005; Fremeaux 2005; Levitas 2000; Muir 
2004), as community can be conceptualised as being an intermediary site between 
everyday life and political, social and economic contexts (Casswell 2001).  However, 
data indicated that such a perspective may be problematic as the concept of 
community can be ‘chosen, bestowed, ephemeral and static’ (Calder 2003).  For 
example, a number of tutors referred to geographical communities in relation to their 
professional work.  In this context, a community is identified by its location and 
services and provision are organised on this basis.  However, some students spoke 
about a sense of belonging, which was not synonymous with locality and it was also 
suggested that place of residence can be different to one’s community. 
   
Students’ accounts of community also mentioned geographical location and 
contained relational references as well, such as interacting with other people.  
Students, similarly to the tutors, also suggested that community could be based on a 
common interest and that community was about a sense of belonging.  In a related 
observation, one student identified her community as where she grew up, rather than 
where she currently lived, because the former was where she felt safe and secure.  
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One student also perceived specific relationships, such as with family and 
neighbours, as community.   
 
Some students articulated positive characteristics of community, for example an 
inclusive social environment or a sense of equality.  Conversely, others identified 
negative aspects of community, such as conflicts of interests or feeling isolated 
within a community.  Students also expressed an expectation of reciprocity among 
community members, which appeared to be a lived reality for those from a rural area.  
However, according to their accounts students from urban locations did not appear to 
share this experience.  In Chapters 7 and 10, students indicated that completing HIIC 
had widened their conceptual appreciation of community.  Generally, students 
expressed this by having a more tolerant attitude towards other people and their 
circumstances.  In addition, students gained an awareness of how a community might 
work collectively.  However, the majority of students did not refer to their 
experiences of HIIC when constructing their conceptualisations of community. 
 
As noted, many participants referred to a sense of belonging when describing the 
concept of community.  This is echoed by Delanty (2005: 187) who argued that one 
of the reasons why community is still debated and sought after is that it is able to 
‘communicate ways of belonging’, which according to Delanty have become 
increasingly important in a world that is perceived as being characterised by change 
and fragmentation.  Delanty goes on to suggest that ‘community as belonging is 
constructed in communicative processes rather than in…spaces’(2005: 187).  
However, findings from this study indicate that place and locality were important 
features of participants’ understandings of community.   
 
In summary, tutors and students conceptualised community in similar ways.  
Professional practice and training seemed to inform tutors’ definitions of community.  
Students’ personal definitions of community did not appear to be influenced by 
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HIIC.  However, their awareness of the structure and processes involved in 
community were increased by their involvement in HIIC.    
 
RQ2) How did stakeholders and tutors understand the concept of community 
capacity building? 
Chapter 8 illustrated how stakeholders gave differing views as to whether CCB was a 
collective level construct or was initiated at an individual level.  Two stakeholders 
referred to collective action as a way of recognising CCB.  However, the other 
stakeholder described an example of CCB involving an individual who having 
completed a HIIC course, then became active in their local community and started a 
higher education course.  I would argue that while it is possible to identify how this 
would be beneficial to the individual concerned, it is perhaps problematic to assume 
that such activity will result in a community-wide effect.   
 
Participants’ accounts suggest that opinion is divided as to whether the locus of CCB 
should be located on an individual or on a collective level.  The policy discourse 
relating to community is also characterised by ambiguity.  For example, Taylor 
(2003) argued that policy makers often confuse descriptive and normative meanings 
of community.  Descriptive meanings refer to characteristics such as age, gender or 
ethnic origin that are shared among members of a community.  A normative 
interpretation of community relates to assumptions about how people should conduct 
themselves or the way they should live.  According to Taylor, politicians and policy 
makers confound descriptive and normative meanings of community by assuming 
that ‘common location or interests bring with them social and moral cohesion, a 
sense of security, and mutual trust’ (Taylor 2003: 38).  In addition, there is a 
tendency to assume that norms of community can be translated into altruistic activity 
where community members care for one another and act collectively to alter their 
circumstances.  This expectation of collective activity was often referred to by 
participants in their interviews about CCB (see page 154) or in descriptions about 
what community means (see 7.5, page 143-4).  The ambivalence within policy 
discourse around community and associated concepts may provide an explanation for 
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the differing perspectives of participants on whether CCB operates on an individual 
or collective level. 
  
As indicated in Chapter 8, two stakeholders discussed CCB and community 
development by referring to ‘a value base’.  There appeared to be a slight difference 
between these accounts in that one stakeholder perceived CCB to be a ‘tool’ or 
process, which they contrasted to HIIC and which they viewed as being informed by 
a set of values.  However, another stakeholder stated that CCB and community 
development shared a similar value base. This perspective of CCB follows 
Gilchrist’s (2003b) observation that  CCB’s appearance in policy documents acted as 
a conduit for community development values and practice.  
 
A number of tutors perceived CCB as being concerned with equipping people with 
skills to be involved in their local community.  This perspective, represents a strategy 
which seeks to address ‘inequalities of abilities’ and is a less radical interpretation of 
CCB than a strategy seeking to address ‘inequalities of resources and opportunities’ 
(Warburton 1998: 27).  Tutors had mixed responses regarding whether or not CCB 
was relevant to them.  Some dismissed the phrase as being rather meaningless, or at 
least it was perceived as offering little vis-à-vis the concept of community 
development.  Such accounts were characterised by scepticism and cynicism, 
perhaps in response to a perception that CCB was just the latest ‘fashionable’ phrase.   
 
A number of tutors suggested that CCB was a jargon term.  Raymond Williams 
(1988) suggested that jargon has a dual meaning; first, as a signifier of professional 
or specialised language and second, an altogether less complementary connotation as 
being a common ‘way to describe, unfavourably or contemptuously, the vocabulary 
of certain unfamiliar branches of knowledge or intellectual positions’ (Williams 
1988: 174).  Williams goes on to argue that professional or specialised language does 
not usually attract the term jargon if it remains ‘sufficiently specialized’; rather, a 
problem arises when the term in question enters into ‘more general talk and writing’.  
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However, Williams also suggests that new terms can be seen as challenging existing 
conventions or signifying new and different understandings.  The data from this 
study suggest that CCB was not wholly accepted and in some cases was dismissed as 
a meaningless concept.  Thus, some tutors did not appear ready to accept CCB into 
their canon of specialised language.  Instead, CCB was perceived in their accounts as 
an externally prescribed construct.  However, other tutors accepted the concept and 
appeared willing to engage with the idea during their interview.  One tutor suggested 
the term CCB might be helpful and that it may describe something about the nature 
of community work not covered by other terms, although this participant did not 
specify in what way this might occur. 
 
I argued above that tutors had both positive and negative responses to CCB when 
they were asked to define the concept.  However, it is interesting to compare their 
responses to my initial query with their willingness to engage with the CCB 
interview exercise based on four dimensions.  Appendix xiii shows copies of the 
completed exercise and indicates that the majority of tutors (only one did not 
complete the exercise) were able to think about the concept of CCB in relation to 
their experiences of HIIC.    
 
RQ3) Was community capacity building evident in the experiences of the students 
after their involvement with the course? 
The influence of participating in a HIIC course was reported through participants’ 
narrative accounts.  As noted in Chapter10, one student described how she had 
formed a residents’ group which had been successful in making improvements in her 
local area.  I argued that this reflected the model of CCB adopted in this study. In 
addition, I would suggest that HIIC participants may have experienced a form of 
CCB at a micro-level or group level with other HIIC students when they worked to 
complete course assignments.  For example, one participant described how HIIC 
students from her course researched meal provision in a local school with the aim to 
improve the service.   
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The above example can be applied to the model of CCB adopted in this thesis.  
Students are participating by working collectively and so linking with others.  They 
engage with the role of outside agents, for example by researching the procurement 
process for school meals, and finally resource mobilisation might occur through 
attracting further support to highlight the campaign, which may result in funds being 
made available or redirected to raise the quality of the meals.   
   
However, whether group level CCB can be still be perceived as CCB is perhaps 
debatable.  Other data indicated that participating in a HIIC course had not 
influenced the other students in relation to the model of CCB used in this thesis.  
However, CCB-type activities may not conform to a predefined model and can be 
difficult to identify (Diamond 2004); for example, low-level activity 
(neighbourliness) contributes to a collective effect and has been shown to be found in 
less affluent areas (Williams & Windebank 2003).  Further analysis indicated that in 
terms of involvement with community groups / projects, a shift in participation 
patterns had not occurred.  In other words, participants who stated that they had not 
been involved with community groups or projects before completing HIIC also 
indicated that they remained uninvolved after completing HIIC.  Conversely, 
participants who reported involvement with groups before HIIC continued an 
involvement (perhaps in a different way) afterwards.  In addition, while some 
students expressed a sense that their awareness about social issues, such as poverty, 
had been raised, they did not demonstrate whether this has led to any specific action 
occurring.   
 
Although it is debatable whether evidence of CCB was viewed in the accounts of 
participants in this study, other data supported the view that completing HIIC 
impacted at an individual level.  Chapter 10 described how some participants 
experienced an increase in self-confidence after completing HIIC, which contributed 
towards them seeking employment or further training in a community / health 
setting.  It could be argued that this may contribute towards CCB indirectly.  
However, it is unclear the degree to which understanding of the processes involved 
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in transforming individual empowerment to community level CCB has been 
furthered by this project. The interviews demonstrated that people’s lived 
experiences are multi-faceted.  CCB is also a complex process that may occur under 
certain conditions.  These perhaps need to coincide before collective action takes 
place.  Schuller et al. ‘s (2004: 183) ‘critical mass’ effect (when enough people are 
motivated then action occurs) is an idea which may help to reduce the conceptual gap 
between individual and community level empowerment and which might be worth 
exploring in more detail by further research.  
 
In Chapter 10, I presented findings that suggested that CCB had not generally 
occurred within the timescale of this study, apart from one account.  However, one 
participant speculated whether participating in HIIC would influence any future 
community-related action, which I termed ‘latent CCB’.  I would argue that this can 
be related to the broader social context.  Other academics have suggested that one 
way to recognise if community development or forms of empowerment have taken 
place is to look for changes in the social environment (Schuller et al. 2004; 
Wallerstein 1992).  Thus, developing latent CCB could be perceived as contributing 
to a social or collective environment whereby people are receptive to participating in 
forms of community action at a future date.   In addition, facilitating and promoting 
HIIC courses and attempts to facilitate CCB are also part of a wider political context 
that can influence the social environment in which individuals and communities 
attempt to address health issues.  However, as Wright noted, the wider context is also 
subjected to other influences that may constrain such initiatives:      
 [i]t is questionable whether those in power, such as governments, truly want 
 to transfer power to local communities or indeed whether communities 
 should  take on the responsibility for decisions in healthcare provision. 
         (Wright 2003: 74) 
 
The role of institutions was also highlighted in an article which argues that previous 
social capital analysis failed to consider the part public authorities have in the 
creation of social capital (Maloney, Smith, & Stoker 2000); similarly, I would argue 
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that it is important for CCB researchers to be mindful of the role of institutions in 
creating an environment conducive to CCB.      
 
The debates raised so far concerning this research question can be linked to 
discussions about individual / community empowerment and health.  Bridgen (2004) 
argued that evidence in the psychological literature suggests that powerlessness or a 
perceived lack of control over life circumstances can lead to a vulnerability to poor 
health; notably for those groups who are marginalised (Wallerstein 1992).  In 
reflecting on the attempts to address this issue, Bridgen noted that there has been an 
emphasis on developing an individual’s capabilities and self-esteem in order to 
address their sense of powerlessness.  However, powerlessness can also occur from 
social or economic circumstances and not because someone lacks certain 
competencies.  In this sense people are ‘politically and socially disadvantaged’ 
(Bridgen 2004: 294) and empowerment is realised, according to Zimmerman and 
Rappaport (1988), when people obtain mastery over their own lives through 
participating with others to alter their social and political contexts.  Consequently, 
community empowerment has been conceptualised as a three-stage model involving 
personal development, collective participation and social and political change  
(Rissel 1994: 41-3).   
 
In the context of the findings from this project, completing HIIC for some 
participants appeared to positively influence their sense of powerlessness or lack of 
control at an individual level.  In their accounts, participants described how they felt 
a sense of achievement, and that they had become more confident in their own 
abilities.  Others also developed more awareness about their own circumstances and 
the wider community.  However, it was more difficult to find data suggesting that 
participants had worked collectively to change their social / political circumstances 




In summary, involvement in HIIC appeared to be influential in terms of personal 
development and in a more limited way promoted collective participation through 
group work.  However, data illustrating social and political change was less 
forthcoming.   
 
RQ4) Did participating in the HIIC course contribute towards furthering students’ 
understandings about health? 
Data presented in Chapter 10 indicated that for some participants, their 
understanding of health had been affirmed, broadened or had changed through their 
involvement in a HIIC course.  Accounts described in Chapter 9 showed how before 
their involvement in HIIC, students had conceptualised health in terms of illness, 
being able to function, or gender roles.  These views can be contrasted with data 
presented in Chapter 10 concerning the impact of learning.  Participants were able to 
reflect on the influence of HIIC on their understanding of health.  For some this 
included developing a deeper appreciation of the range of factors that can influence 
health.  Other participants understood health was not just related to physical illness, 
but involved the concept of well-being and mental health.  One participant expressed 
a view that health permeated the way an individual lived and presented a holistic 
perspective on health.   
 
Participants also expressed awareness of a social model of health as featured in the 
HIIC programme.  This model assumes that factors such as unemployment, poverty, 
and housing can influence health.  In reviewing the theoretical developments in 
health inequalities research, Popay et al. (1998) questioned the extent to which a 
social model represented a significant philosophical shift from other models and 
cited Kelly and Charlton (1995: 82), who argued that: 
 [i]n the medical model the pathogens are microbes, viruses or malfunctioning 
 cellular reproduction.  In the social model they are poor housing, poverty, 
 unemployment and powerlessness.  The discourse may be different but the 
 epistemology is the same.  
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Kelly and Charlton go on to suggest that one of the main sociological implications of 
this is that individuals become demoted to a ‘system outcome’(1995: 83), rather than 
perceived as functioning and reflexive beings.  Essentially, Popay et al. argued that 
the large corpus of quantitative health inequalities research does not adequately 
reflect the idea that individuals do or at least can potentially exercise a degree of 
agency over their circumstances.  As noted in Chapter 9, some participants gave 
accounts of how they resisted or challenged medical opinion.  I would argue that 
such examples illustrated how individuals can influence their own circumstances in 
the context of wider structural forces.    
  
As suggested in Chapter 9, for some participants the concept of health incorporated a 
range of aspects and they identified a number of factors that can influence health.  
However, if health is conceptualised in this way, i.e. encompassing all of life, can 
this be perceived as still referring to the concept of health?  Another way to think 
about these findings is to consider an aspect of Bok’s (2004) critique of the WHO 
definition of health.  Bok cites Callahan (1973: 87) who questioned the validity of 
coupling health to a state of complete physical, mental and social well-being and 
argued that health should be defined as a state of physical well-being.  In view of 
Callahan’s argument, Bok suggested that a distinction can be made between 
contributing and defining factors of health.  In other words, while acknowledging 
that social, environmental and genetic factors influence health, it should not be 
assumed that they define health.  In a personal communication on 5 May 2006, Bok 
suggested that identifying these factors is problematic, but argued that a defining 
factor is one which if missing would mean an absence of health.  However, a 
contributing factor could be absent without a person’s health collapsing.  
   
However, I would argue that a broad conceptualisation of health may encourage 
resources to be directed towards alternative methods to tackle health inequalities, 
rather than solutions dominated by hospitals and pharmaceutical products.  In 
addition, accepting that health can be influenced by a range of factors might 
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encourage reflection on the condition of social, political and physical environments 
as well as issues of equality and equity. 
  
In short, data from this research study suggested that participants were influenced by 
the HIIC course in terms of widening their understanding of the contributing factors 
to health.  However, accounts regarding participants’ definitions of health did not 
include references to participating in HIIC.   
 
RQ5) Did participating in the HIIC course have any other impact? 
Findings in Chapter 10 indicated that involvement with a HIIC course influenced 
participants in the following ways: 
a) Providing health-related knowledge / experience e.g. about healthy 
 diets and nutrition.   
b) Increasing self-confidence, knock on effects e.g. employment. 
c) Promoting emotional well-being, through achievement, meeting  
 others, provided a structure when facing challenging life events. 
 
Similar findings were noted by Schuller et al. (2004) who explored the effects of 
attending adult education classes.  This may signify that the type of course is less 
influential when exploring this type of impact.  Schuller’s work and framework 
categorising the impact of learning emphasised the interrelated nature of the effects 
of learning and the complex consequences this can have.  For example, learning at a 
personal change level may have a wider impact if that person becomes active in their 
community or learning relating to the social fabric may stimulate action at a 
community level.  However, I would argue that in exploring the themes in the HIIC 
course, tutors and students can develop a broader understanding about health within 
social, economic and political contexts.  Data in Chapters 7 and 10 also illustrated 
how some participants used what they learnt from completing HIIC to inform their 
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understanding about aspects of their lives.  As previously noted, this was both a 
positive and negative experience.   
 
Another impact of involvement in HIIC, as described in Chapter 10, related to 
employment.  For example, students who were seeking work prior to course 
participation suggested that HIIC was an opportunity to learn new skills that could 
enhance their chances to obtain employment.  Another participant who had been 
unemployed through ill health stated that he viewed completing HIIC as a guide to 
see if he could cope with full-time employment again.  Others stated that they had 
been able to apply aspects of HIIC in their professional role.  In addition, another 
notable impact was the development of students’ interpersonal attributes, such as 
listening skills or a more tolerant attitude.   
        
Aim: to further understanding regarding the relationship between CCB, community 
development and health. 
Findings from this study suggested that links were made between CCB, community 
development and health.  As already shown, participants’ accounts in Chapter 8 
illustrated how they perceived a connection between CCB and community 
development.  A relationship between CCB, community development and health 
could be identified in a range of ways.  Understandings about health appeared to be 
influenced through community development methods used in HIIC.  Examples of 
how involvement with HIIC had positive effects on participants’ health were also 
found and described in Chapter 10.  However, some participants recounted negative 
and stressful experiences relating to working in a group context, as indicated in 
Chapter10.  I would argue that the process of completing HIIC course assignments 
represents a connection between health and community development.  To complete 
the assignments students are asked to write about a health issue relevant to their 
community and to describe the ways in which it could be addressed using community 
development principles.   In addition, one student’s account described her 
experiences of participating in a residents’ group after completing a HIIC course.  
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This narrative fitted the model of CCB adopted for this study and the student 
identified this experience as having a positive influence on well-being.  
 
However, addressing health issues through CCB or community development can be 
challenging and problematic.  The input required, such as time and emotional and the 
physical and financial resources should not be underestimated.  It is clear that this 
approach is not an easy option and as Gilchrist states: 
 [C]ommunity development can only ameliorate the circumstances of our most 
 deprived communities.  It cannot change the world, but it surely can make a 
 difference in many people’s everyday lives, raising collective and individual 
 aspirations and challenging the existing system of power relations.  
(2003b: 23)  
11.3. Limitations of this study  
After reflecting on the research process, a number of limitations were identified.  It 
might be argued that participants who agreed to be interviewed are those with 
favourable opinions.  However, both negative and positive experiences of the course 
were recorded, indicating that the recruitment strategy did access a range of 
viewpoints.  Any research sample influences data and it is important to consider why 
people agreed to be interviewed and to reflect on the scope and limits of their 
narrative accounts.  The interview for some participants appeared to represent an 
opportunity to speak about their professional practice, although that was a minor 
feature of the topic guide.  For example, there are a number of instances where 
participants (S8, S16 and S14) described how they might organise or deliver a health 
promotion programme.  In addition, these accounts also included statements relating 
to the values and the ethos underpinning health promotion.  T8 and T9 also related 
how they would strategically promote HIIC to local institutions and decision makers.   
 
Other participants spoke about their negative experiences of HIIC.  For example, S7 
stated that she had yet to receive notification about her final assignments after 
completing the course.  S10 described how she felt her religious beliefs were 
criticised by another participant and that the promise of HIIC helping people to gain 
 
 262 
employment (as stated in promotional literature) was unfounded in her experience.  
S9 suggested that she had felt marginalised in the process of deciding the topic of the 
group assignment.  She also disclosed that she wanted to complete HIIC in order to 
do the HIIC tutor training course, because her employing organisation was being 
reorganised and she had doubts about her future employment prospects.  However, 
S9 stated that she had been discouraged from applying for tutor training by her line-
manager (who also facilitated S9’s HIIC course), and so S9 had become resentful 
and found it difficult to remain motivated to complete her final HIIC assignment.  
The examples cited above suggest that participants took part for a range of reasons 
that may have influenced the information they disclosed in their interview.   
  
Participants’ interpretations of the research process may have also influenced data 
construction.  However, it is recognised that these are speculative reflections based 
on my interpretation of how participants presented their accounts.  As shown in 
Table 6.4 (see page 122) tutors mostly had a background in health promotion / 
community work.  During their interviews, these tutors talked about their 
professional roles in addition to their experiences of HIIC.  This may have been 
because they facilitated courses as part of this role rather than on a voluntary basis.  
Tutors may have perceived the interview process as an examination of their 
professional knowledge and practice, which might account for the standardised 
responses to some of the questions, for example, about the meaning of community.   
 
Some students interviewed also presented accounts of their professional roles, which 
included details of how health promotion programmes should be conducted.  In these 
cases, students may have been responding to a research context that was perceived as 
an opportunity to demonstrate competence and knowledge.  This study was funded 
partly by NHS Health Scotland and involved close links with CHEX, who have 
responsibility for managing HIIC.  For example, the initial recruitment letter was 
sent by CHEX (see Appendix v) in order to comply with ethical procedures 
concerning access to participants.  It is possible, therefore, that tutors and students 
perceived that I was representing NHS Health Scotland or that I had a more formal 
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role with CHEX / HIIC.  For example, participants may have thought they were 
taking part in a HIIC evaluation exercise.   This perception may have meant that 
participants were reluctant to express negative opinions or experiences.  In addition, 
this could have been a reason for why people did not wish to take part in the research 
project. 
 
My role as researcher is implicit in the data construction, as above participants’ 
perceptions of my role may have influenced their accounts.  This study was funded 
through an ESRC / NHS Health Scotland CASE studentship, which aims to 
encourage collaborative research between academia and public sector bodies.  Two 
of my PhD supervisors had close links with HIIC, namely involvement with strategic 
policy and with the accreditation of tutor training and students’ coursework.  
However, when presenting the project to potential participants, I only stated that the 
research project was funded by ESRC and NHS Health Scotland (see Appendix vi), 
rather than the collaborative emphasis of that arrangement.  Also, my supervisory 
arrangements were not spoken about with participants (with one exception), so 
participants were not aware of the close links between those involved with the study 
in a supervisory capacity and HIIC administration.  However, one participant shared 
her concern regarding an essay submitted for HIIC accreditation some months 
previously that she had not received feedback on.  I informed her that I did have 
contact with those responsible for accreditation and offered to pass on her concerns 
to them on her behalf, to which she agreed.  This exchange occurred towards the 
beginning of the interview and may have influenced the way in which the participant 
perceived me and her subsequent interview.  For example, she could have been 
reluctant to be critical of the course if she perceived me to represent it in some way 
or because I had agreed to assist her.  However, in reality this participant was one of 
most vocally critical of how the course had been managed, as part of a pre-
employment training package.  Thus, the interview could have been perceived as a 




In addition, the way in which I posed questions may have affected responses.  For 
example, a commonly used phrase in response to the term CCB was that it is was 
jargon.  However, some tutors seemed to accept the introduction of new terms in 
relation to their work as something that they needed to engage with and one 
recognised that the term might be helpful in describing the community / health-
related work they did.  Other tutors were more sceptical about the term CCB and 
related it to bureaucratic procedures.  I played a role in co-constructing data; for 
example, in some interviews I asked ‘Do you feel CCB is meaningful or a jargon 
word?’  This was partly because the term ‘jargon’ was linked to CCB in some of the 
early tutor interviews.  However, I may have influenced other participants in later 
interviews by presenting this question.  The findings from the CCB interview 
exercise, as shown in Chapter 8 and appendix xiii, indicated that participants were 
able to impose a sense of meaning on the concept of CCB.  
 
I also discussed with participants if they had been involved in any community 
projects since they had completed HIIC.  The rationale behind this was to explore the 
extent to which participants may have been motivated by their experiences of HIIC 
to take an active part in their community.  The phrase ‘involvement with community 
projects’ used in framing this question may have constructed data that did not 
represent the lived experiences of participants who, for example, were active in their 
community in an informal or ad hoc basis.  This point was illustrated in a recent 
report that discussed ways to improve data collection about volunteering in Scotland.  
Stevenson (2005: 8) noted that a more positive result was achieved when participants 
were asked if they had done any of the activities on a list (shown to each participant), 
compared to being asked ‘Have you taken part in your community in an unpaid, 
voluntary capacity in the last twelve months?’  
 
On pages 236-7, I suggested that only one participant’s experiences could be applied 
to the model of CCB used in this thesis.  However, it may be that a pre-conceived 
model of CCB may be inadequate to account for other forms of community activity 
(see also page 254).  Indeed, others have warned against transplanting 
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conceptualisations of CCB from one study into another without prior testing for 
validity and appropriateness (Eng & Parker 1994).   
 
The presence of CCB and related terms in policy discourse raises questions of why 
and how they are used.  There is a body of literature that critically questions the use 
of concepts such as community, social capital and CCB (see for example, Amin 
2005; Fremeaux 2005; Hall 2003; Levitas 2000; Rose 1996; Rose 2001; Taylor 
2003; Walters 2002).  For example, Talyor (2003) argues that policy makers before 
advocating ideas of community to those living in deprived areas, need to accept that 
social responsibility is not just confined to individuals, families and communities but 
should also be applied to those public institutions whose activities directly impact on 
the daily lives of ordinary people.  In addition, careful consideration should be given 
to the form of community that policy discourse is espousing.  Taylor goes on to 
suggest that closely-knit communities, as imagined to exist the past, are not 
appropriate as ‘[s]uccessful communities are characterised as much by weak as 
strong ties and people relate to many overlapping communities, each of which may 
take precedence at different times’ (Taylor 2003: 84).  In short, Taylor calls for a 
better understanding of how community works in a range of contexts and for 
different people.   
 
As already noted (see pages 65-6) others have drawn attention to the assumption that 
it is groups of people who often lack basic resources who are expected to organise 
themselves to address particular social problems (Levitas 2000).  Levitas also 
questions the reliance on voluntary work in providing certain services and argues that 
this lessens public accountability and transfers the cost of service provision onto 
volunteers.  Finally, Levitas suggests that fundamental and unanswered questions 
remain, for example, ‘What is the political reaction to groups who challenge existing 
institutions through collective action?’; ‘Who defines community?’ and ‘Who 
represents the community?’  Therefore, there are convincing arguments that highlight 
how community and its related concepts can be problematic within both a policy 
context and discourse.  These criticisms of community can also be applied to my 
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research role.  For example, it is possible that that participants viewed my association 
with HIIC and or NHS Health Scotland and my research interests as supporting 
current policy discourse concerning community and related ideas.           
 
Another limitation related to the extent to which individual face-to-face interviews 
can reproduce accounts that reflect activity at a community level.  For example, USA 
social capital research attempted to examine community level indicators, such as 
clearing snow from residential pavements, by using observational methods  
(Lochner, Kawachi, & Kennedy 1999).  Thus, exploring whether CCB occurred 
could be achieved using different methods.  For example, a longer study recording 
the experiences of course participants before, during and after completing HIIC, in 
conjunction with qualitative interviews.  Another possibility might be asking 
participants to keep a diary record of their actions, opinions and reflections during a 
course and afterwards.   
 
The data from this study also questioned the extent to which participating in HIIC 
can instigate political and social change.  However,  
 it is widely recognized that any changes to the external environment as a 
 result of community-based schemes are only likely to occur in the longer 
 term.  Given this, and the complexity and openness of such schemes, it is 
 almost  impossible to determine the extent to which the scheme itself is 
 responsible for any change.  
(Bridgen 2004: 292) 
 
The above quote by Bridgen highlights a key issue in this study.  As noted, one of the 
criteria for selecting participants was that they had at least six months post-HIIC 
experience.  It was assumed that this would allow enough time for reflection and for 
participants to take action that was informed by their learning from the course.  The 
above quote by Bridgen implied that change to the ‘external environment’ could take 
a considerable length of time compared to the six months allowed in this project.  
However, my experience of conducting interviews in this study indicated that 
allowing for a longer time-period might also be problematic.  In a number of 
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interviews, participants found it difficult to recall their experiences about the course 
and one student could not remember when she had completed HIIC.  Clearly, there is 
a balance to be found between when to engage with participants and how much time 
they are allowed to reflect on their own experiences. 
 
It was questioned above whether the findings from the case study indicated that HIIC 
instigated change at a political or social level.  However, I argued (see page 235) that 
completing HIIC may develop latent CCB.  Whilst caution should be exercised 
regarding the importance placed on this idea, as it was based on just one interview, it 
does highlight the possible longer-term effects of interventions.  For example, Head 
Start and Early Head Start are US public programmes designed for prospective 
parents and their families and children from birth to five years to help prepare 
children for school.  Since 1965 over thirteen million Head Start graduates ‘have 
entered school healthier and better prepared to learn; their parents have acquired 
better child-rearing skills,  [and] become involved in their children’s education’ 
(Zigler 1991: 37).  Zigler concludes that children who have healthy lives and who 
develop the abilities and desire to learn have a ‘good chance of learning’ and that 
‘the small investment made in their early years will have compounded to reap a 
handsome dividend’ (1991: 46 -7).  An example of one of the longer-term effects are 
that African-Americans who took part in Head Start are less likely to have been 
booked or charged with a crime (Garces, Thomas, & Currie 2002).      
 
Towards the end of this study I reflected further on the work of Goffman (1959), 
who explored the concept of role creation.  Some participants in this research project 
drew upon their professional identity to frame and inform certain responses.  It is 
possible that these participants’ accounts were influenced by the location of their 
interviews, in that participants interviewed in their work place adopted their 




Other factors may have also informed participants’ accounts, such as their 
motivations for completing HIIC.  For example, a number of students stated that their 
reasons for being involved with HIIC related to their wish for a career change; 
indeed, some reported that their HIIC qualification had subsequently helped them 
secure employment.  Thus, participants saw HIIC as a resource that could potentially 
alter their personal circumstances.  In addition, other participants described how their 
pre-existing understandings of concepts such as health or community had been 
confirmed by HIIC’s content.  As some participants perceived HIIC as being 
instrumental in some significant life change or in affirming their understanding of 
society, they gave positive accounts about the course.  In other words, some 
participants’ positions were supportive of the values and ethos expressed in the HIIC 
programme.  Participants’ alignment with the conceptual framework of the course 
was demonstrated by the views that were not presented, such as those that challenged 
HIIC’s aims or content.  For example, no participants questioned the efficacy of 
community development to address health issues or expressed doubts that 
community is a viable construct.    
 
Another salient factor shaping participants’ views could be social class.  It is possible 
that there is a relationship between an individual’s socio-economic status and their 
experiences and conceptualisations of community, health and their attitude to 
participating in courses such as HIIC.  Some participants specifically located their 
own social position; for example, S20 (see page 208) referred to being middle class 
and demonstrated that this had influenced her attitude towards health and nutrition, 
speaking of the difficulty of obtaining affordable fresh fruit and vegetables locally on 
her low income.  However, information on participants’ social class was not 
collected systematically throughout this study.  It is acknowledged that participants’ 
class, defined in terms of ones relationship to the labour market, would inform the 
content of participants’ interviews, for example, single mothers had different 
experiences compared to those in full-time employment.  However, it is difficult to 
confirm whether social class consistently affected participants’ understandings of the 
concepts discussed.  For example, a range of participants referred to having an 
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expectation of community members helping one another.  Rather the affects of social 
class are evident in health indicators and not in the expression of conceptual 
understandings.    
 
Having identified a number of limitations to this study, in the following section I 
describe some reflections on the research process. 
 
11.4. Some reflections on the research process   
It is recognised that the accounts constructed in a face-to-face interview are a joint 
endeavour between the researcher and the interviewee.  This complex process is also 
informed by many different factors, such as participants’ understanding of their 
experiences, their values, beliefs, world view and life experiences.  These factors 
also apply to the researcher who is also engaged with interpreting what is said as the 
interview proceeds in order to clarify or to probe further.  During the initial stages of 
the fieldwork phase, I became aware of the likelihood that the majority of 
participants in this study might be female.  (This assumption was confirmed at the 
end of the study and is illustrated in Tables 6.2, 6.3 and 6.4, which showed thirty-two 
female participants and four male participants).  I was concerned whether my gender 
would have a negative effect on negotiating access to female participants, an issue 
raised by other academics.  For example, McKeganey and Bloor (1991) observed 
that as male researchers, access to certain research settings was constrained; for 
example, interviewing and observing female residents in a psychiatric community 
was confined to common areas, such as the kitchen, lounge and television room.  
  
However, the extent to which my gender restricted access to female participants was 
unclear.  For example, that I was able to interview thirty-two female participants may 
suggest that my gender did not influence levels of access.  In addition, when 
arranging interviews with participants I stressed that they chose where they wanted 
to be interviewed.  Thus, this condition may have helped to alleviate participants’ 
concerns, because they had control over the interview venue.  As noted in Chapter 6, 
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interviews were conducted in a variety of places, including participants’ homes and 
places of work.  On some occasions participants were alone and other times there 
were other people present or in the vicinity.  Only one participant made an explicit 
reference about not allowing strangers into her home, but that was not restricted to 
males.  Consequently, this participant was interviewed in a public library. 
 
Other academics have argued that a researcher’s gender can influence the type of 
accounts generated.  For example, Krueger (1994) suggested that individuals are 
more likely to share information with others like themselves.  Similarly, Deatrick and 
Faux (1991) stated that the gender of the researcher becomes important when 
exploring sensitive issues.  In my experience, both female and male participants were 
willing to discuss sensitive information.  For example, participants described their 
experiences of domestic violence, relationship breakdowns and personal health 
problems.  Therefore, in this instance I would question Krueger’s and Deatrick’s and 
Faux’s assertions and argue that being a male researcher did not appear to greatly 
influence the quality of the accounts given. 
 
As noted above, gender did not appear to be an important factor in terms of 
constraining access to participants or influencing the types of accounts generated.  
However, other factors such as class and age might be key influences in the research 
process (Brown 2001).  After reviewing the literature on gender and sociological 
research McKeganey and Bloor (1991) argued that there was a tendency to use 
gender as an explanatory concept when other factors were more salient.  For 
example,  Easterday et al. (1977: 344) asserted that female researchers were seen as 
‘powerless and non-threatening’ and so find fewer difficulties in negotiating access 
to participants.  However, McKeganey and Bloor suggested that the perception of 
women researchers as non-threatening was more about the low social status of 




In addition, according to Brown (2001: 189), a feminist approach to research has 
often emphasised the ‘commonality between women’.  She goes on to cite Finch 
(1984: 86) who stated that ‘a feminist sociologist doing research on women actually 
shares the powerless position of those she researches’.  This dynamic, Finch argued, 
often produces extensive and revealing narratives.  However, Chandler (1990) 
observed in her research with Navy wives that simply being the same gender does 
not automatically ensure that research encounters are characterised by empathy or 
greater understanding and that culture and conceptualisations of power can also 
impact on the interview process.  Therefore, while gender can influence the research 
process it should not be conflated with other factors such as power and class.   
 
In my experience, it was difficult to identify explicitly whether issues of power or 
class influenced the research process.  However, in the face-to-face encounters with 
participants, unless asked directly, I consciously avoided mentioning that I was 
hoping to gain a PhD as I felt the intellectual connotations of doing so may alienate 
certain interviewees.  Overall, the influence of my perceived status as a researcher 
from the University of Edinburgh did not appear to be a major influence during the 
interviews.  However, I felt that in some interviews participants informed me about 
how they would organise and manage a health promotion project, made references to 
being a graduate and implied they were different from other HIIC students, or talked 
about how the HIIC programme should be developed at a national level.  I was 
unsure whether these observations implied that some participants perceived me as 
having a different role other than that of a student researcher.       
 
In the following section, I outline some implications this study has raised for CHEX 
and NHS Health Scotland. 
 
11.5. Implications for CHEX and NHS Health Scotland 
This section deals with some implications for two of the organisations involved with 
HIIC.  CHEX has responsibility for managing HIIC, including arranging tutor 
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training, providing support and networking opportunities for tutors, and keeping 
statistics concerning the number of students completing HIIC.  NHS Health Scotland 
provides funding for HIIC and has a strategic role in promoting the course.  As 
already noted, this study was funded by an ESRC / NHS Health Scotland CASE 
studentship.  This arrangement was informed by an assumption and expectation that 
any subsequent research might be used to inform policy and practice.  In writing 
about implications for key organisations, I am beginning to use the findings from this 
thesis as a form of evaluation and so moving beyond the scope of the research 
questions.  The following implications are informed by statements made by HIIC 
students and tutors during their interviews.       
1. Overall, HIIC was highly regarded by many participants, both students and 
tutors.  It was reported that involvement in the course was a rewarding 
experience and examples of positive outcomes were recorded in the accounts 
given.   
 
2. Tutors and students raised concerns regarding what happened after a HIIC 
course had finished.  Tutors noted how they were not often able to provide 
appropriate support for students after completing HIIC.  Reasons for this 
included inadequate time and financial resources allocated for projects.  Some 
students expressed dissatisfaction at how they had been treated at the end of 
their course and it was unclear if they had been able to utilise their HIIC 
experiences in a meaningful way.  Course funders and organisers should be 
aware of the possible need for both follow-up and short / mid-term support 
for students and consider ways that this could be built into the programme 
timescale.  
 
3. As noted, HIIC tutors used both community development processes and 
group work to deliver course materials.  Some interview accounts suggested 
that this was an intensive experience for both students and tutors.  Managing 
this process successfully has implications for tutor training, for example 
ensuring tutors can deal with group conflicts.  In addition, it is important that 
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tutors are offered support during and after their course.  CHEX could 
consider organising a form of mentoring involving more experienced tutors 
supporting those with less experience. 
 
4. Consideration should be given to how tutors promote HIIC when trying to 
recruit students.  Some courses were advertised as a way to develop skills in 
order to help secure employment.  This may be an outcome, but the extent to 
which it is compatible with the stated aims of HIIC, which are to explore 
processes involved in addressing health issues, is perhaps questionable.  
Thus, CHEX and NHS Health Scotland could review this practice or issue 
guidelines for tutors advising them how to promote HIIC in their area.   
 
5. As noted in this study, one course was facilitated in conjunction with a pre-
employment training programme.  According to participants’ interviews an 
additional complex dynamic influencing the group was the incentive of a 
guaranteed interview upon programme completion.  It is debatable whether 
this was an appropriate forum for a HIIC course.  As some students found 
aspects of HIIC challenging and emotive, I would question whether it is 
desirable or reasonable to expect students to engage with other materials in 
addition to HIIC.  CHEX and NHS Health Scotland could advise tutors / 
course organisers about the potential difficulties arising from facilitating 
HIIC alongside other courses.   
 
In summary, CHEX and NHS Health Scotland should encourage further awareness 
among tutors and stakeholders that HIIC course may be completed by students who 
have complex needs and difficult issues to deal with.  Reasonable steps should be 
taken so that both tutors and students can reflect on their HIIC experience as being 




In the following section, I draw on work in this PhD and outline suggestions for 
further research.  
 
11.6. Suggestions for further research  
After reviewing the literature, the concept of CCB was constructed in this study as 
containing a number of dimensions.  However, during this process I noted that there 
was a dearth of critical consideration about the nature of the relationships between 
the different dimensions of CCB.  Therefore, I would suggest that it would be 
worthwhile to evaluate the existing dimension models of CCB and to explore the 
interplay between the dimensions.  This could be addressed by conducting focus 
groups with HIIC tutors and students.  Tutors could critically discuss and consider 
the concept of CCB based on their real-life experiences in community / health work 
and reach a consensus about which were the most important dimensions to include in 
a model of CCB.  Data generated from this focus group could be presented in focus 
groups with HIIC students, where they could discuss whether the identified 
dimensions related to their experiences after completing HIIC.    
 
In addition, after reviewing the CCB-related literature, I noted that there appeared to 
be little critical engagement with the concept of CCB; for example, the tendency for 
policy makers at the time of writing to use the term CCB over community 
development was not challenged in the literature.  Documentary analysis could 
examine relevant policy papers recording when the terms CCB and community 
development occurred.  Further analysis could trace how and when these terms were 
used and explore if CCB had superseded community development in policy 
documents. 
 
Following this research study, I was interested in exploring in more detail the 
influence of HIIC on CCB.  An appropriate method to do this would be participant 
observation, which has been described as a process where ‘data [are] gathered by the 
researcher being present, and participating in the activities of the subjects under 
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investigation; directly observing them and the other social phenomena relevant to the 
research question’ (Sánchez-Jankowski 2002: 145).  This research could provide an 
in-depth exploration of the processes involved in completing a HIIC programme and 
indicate how a group applies aspects of the course to tackle health issues in their 
community.  This exploration may provide an insight into the social conditions that 
are conducive to promoting community level action or CCB.  
 
The final suggestion for further research builds on the previous idea and involves 
exploring whether completing HIIC displaces CCB from one area to another.  A way 
to address this question would be to compile a community profile including types of 
existing health-related service provision, levels of voluntary activity in related 
projects and explore if local people are involved on a voluntary basis or as a full-time 
paid professional.  In-depth interviews would then be conducted with people 
completing HIIC to ascertain if the course had influenced them to remain in their 
community or if they had pursued opportunities in a different community.    
 
11.7. Conclusion 
In conclusion, this study indicated that by exploring the concepts of CCB, 
community and health, a contribution was made towards understanding the processes 
by which participating in a HIIC course influenced students to address health-related 
concerns.   
 
In addition, it is possible to view the development of HIIC as a response to a 
particular political ideology and as a forum to promote community development as a 
way of addressing health-related issues.  As HIIC became more established, a change 
occurred in the political and social agendas. The emphasis on community in Third 
Way political discourse may present both positive and unforeseen consequences for 
those responsible for managing and promoting HIIC.  On the one hand the current 
policy environment may present practice opportunities for community / health-
related workers (Ingamells 2006) and enable workers to engage in CCB activities.  
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However, the assumptions underpinning this perspective raises into relief a concern 
that courses such as HIIC could be placed in a potentially unwelcome position in 
relation to New Labour’s neo-liberal reformist agenda (Hall 2003) or at the very least 
lose their critical voice as:   
 those responsible for community action will become agents for the 
 ‘domestication’ of local politics, charged to deliver a consensual and 
 responsible citizenry that performs the regeneration expectations of ruling 
 elites.  No longer will they be the collective voice of the disadvantaged, the 
 marginal, and the excluded, pressing for alternatives that may well be at 
 radical odds with the policy solutions on offer.  
(Ilcan & Basok 2004 as cited by Amin 2005: 620)  
 
How HIIC is managed in relation to the political context is a concern for key 
stakeholders and represents a possible tension; for example, adhering to HIIC’s 
community development ethos, while deciding if HIIC should be used as part of a 
staff development programme.  In addition, HIIC was developed at a time when the 
term ‘health inequalities’ was generally resisted by the then government.  The change 
in government resulted in an acknowledgement of health inequalities, which was a 
welcome development.  However, it is clear that HIIC’s content was designed to 
encourage people to challenge existing power and political structures as they tackled 
health-related concerns.  This process also enables individuals and groups to develop 
a critical awareness about those in power and the policies they formulate and 
implement.  In view of the persistence of health inequalities, the need for such a 











12.1. Appendix i Topic guide for stakeholder interviews 
Theme 1: HIIC 
Could you tell me about your involvement/role with HIIC? 
How and why did you become involved? 
 
What are the main aims of the HIIC program? 
 Have these aims changed or developed? 
 Could you talk more about these changes? 
 
What role does HIIC have in addressing or influencing issues around health? 
 
Could you tell me more about the ‘HIIC processes? 
- How are tutors recruited / trained? 
- How are courses organised and facilitated? 
- Who makes the decision to run a HIIC program? 
- How do you know if HIIC is effective? 
- What type of people participate on a HIIC program? 
- Issue of those who don’t participate… 
 
Theme 2: CCB 
In the context of HIIC how is CCB defined/understood? 
- organisation view point / personal understanding 
 
Do you think that CCB and the HIIC program are linked? 
 - Could you talk more about the relationship between CCB & HIIC. 
 
How important is the idea of CCB to a program like HIIC?  
 - Why? 
If HIIC is linked to the process of CCB, how would this recognised in communities?  





Appendix i (continued) 
 
Theme 3: Links to other ideas 
HIIC uses a community development approach.  Could you explain what this means? 
 
What do you think is the relationship between community development and CCB? 
  
 Do you think they refer to the same things? Or do they mean different things? 
 
CCB is referred to in a number of publications from the Scottish Parliament.  How 




















12.2. Appendix ii Topic guide for tutor interviews 
 
1. Story of involvement in HIIC 
  What has been / is your current involvement with HIIC? 
  How long have you been interested in HIIC?   
  How did you become interested in being involved with HIIC? 
  Could you tell me about the groups/types of people you have worked 
  with when delivering HIIC? 
  What have you enjoyed about your involvement with HIIC? 
  What have you found disappointing or negative? 
   
 
2. Aims of HIIC 
  What do you think is the main aim(s) of the HIIC program? 
 
 
3. HIIC and health 
  Do you think the HIIC program impacts on health? 
  Could you tell me how you think HIIC does that? 
 
 
4. HIIC and their work 
  Has HIIC influenced you in anyway?  (your work, outlook) 
  What have you learnt since being a HIIC tutor? 
  Could you tell me more about your learning? – What influence has it 
  had on you? For example, your own understanding about health, your 
  community involvement, or professional practice. 
 
 
5. Community development, CCB and HIIC 
  The HIIC program uses a community development approach.  Could 
  you tell me what a community development approach means to you? 
 
  Could you think of examples from your own ‘HIIC experiences’  
  showing community development occurring? 
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Appendix ii (continued) 
 
  How do you interpret your community?  What does community mean 
  to you? 
 
  Thinking about when you tutored HIIC, which community did you 
  work with? 
 
  Is the phrase community capacity building meaningful to you?  In  
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12.4. Appendix iv Topic guide for student interviews  
 
1.  Background 
 a)  Could you tell me a bit about yourself? 
  - How long have you lived here? 
  - Work? 
  - Age? 
  - Family? 
 
2.  Story of your involvement with HIIC 
 a)  Could you tell me about how you decided to go on a ‘Health Issues In the 
 Community’ course? 
 
 b)  Had been involved with anything like HIIC before? 
 
 c)  Before you started the HIIC course, did you have any thoughts about what 
 it was going to be like?  Did you have any expectations about the course? 
 
3.  Your HIIC experience 
 a)  How much of the course did you do? 
 
 b)  Some courses are run once a week, others over weekends.  Could you 
 describe how your course was organised? 
 
 c)  Did you enjoy doing the course?     
- What parts did you enjoy the most? 
- Could you tell me why you enjoyed them? 
 
 d) Was there anything you didn’t enjoy about the HIIC course? 
- Would you like to change anything about the course? 
 
 e) Did you find any parts of the course challenging or difficult? 
  - Could you tell me why you found them challenging/difficult? 
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Appendix iv (continued) 
 
 f) We talked about what you expected the course to be like a moment ago.  
 Did your tutors talk about what they expected you to learn from HIIC? 
  - Was that different to your own expectations? 
  -  What do you think was the main aim of the Health Issues course? 
 
 g) Was there anything which surprised you about the course? 




4.  Your learning and HIIC 
 a)  Thinking about after you finished the ‘Health Issues’ course, do you feel 
 you have changed in anyway? 
       - What about your knowledge?  
  - What about your attitudes? – to health, your community or where 
     you live?  
  - career? 
  - How you feel about yourself? (confidence, self-esteem) 
  -  Could you tell me how you think HIIC changed you? 
 
 b)  Do you feel that you have learnt anything new after going on the HIIC 
 course? 
- Could you tell me more about that? 
- Could you tell me about an example of being able to use your new 
knowledge? 
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Appendix iv (continued) 
 
  c)  The course talks about health.  Did you feel that you learnt  
  anything new  about health by going on the course? 
- What does the word ‘health’ mean for you? 
- What do you think effects your health/communities health? 
 
 Do you feel your learning about health has influenced you in anyway? 
   
    - within your family? 
  - wider community? 
 
 d) During the course you may have had discussions about what community 
 means to you.  Do you feel that you learnt anything new about what 
 community means?   
  - Could you tell me more about that? 
  - Did your ideas change after going on the course? 
 
5.  Your HIIC group 
This section of the interview is about the other people you did the course with. 
 
 a)  Did you know any of the other students before going on the course? 
  - What was your group like?   
  - Could you tell me more about the other students?  
  - Where the other people older or younger than you?   
  - Did they come from the same area/community as you? 
 
 b)  How did you find working with the other students?   
  - Did you find it a good/not so good experience?   
  - Did you get on ok with each other? 
 
 c)  Do you still see any of the other people in your group? 
- Are you still in contact with them?  Is that just 
socially/community/ or work?   
- (If another context) Could you tell me more about that? 
- Any advice about contacting them to take part in this study? 
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Appendix iv (continued) 
 
6.  Your experiences after finishing the HIIC course 
 As I mentioned before the aim of this project is to see how HIIC helps 
 individuals and communities.   
 
 a)  Thinking again about your experiences after completing HIIC.  Have you 
 gone on anymore courses or training since? 
- If ‘Yes’, Could you tell me more about that? 
- If ‘No’, would you like to?  May be it isn’t a suitable time at the 
moment? 




 a) As you know the Health Issues course is accredited.  Some people go for 
 accreditation and some do not.  Did you want to go for accreditation? 
- If ‘yes’, how did you find that? Did you find it difficult?   
- If ‘no’, can you think of anything that stopped you going for the 
accreditation? 
- not enough free time 
- family commitments 
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Re: Research project on the ‘Health Issues in the Community’ course 
Hello.  My name is Dave Allan and I co-ordinate the ‘Health Issues in the 
Community’ course across Scotland.  The University of Edinburgh is currently 
involved in a research project, which is looking at this course.  The main aim of this 
project is to look at how this course can help individuals and communities.  As part 
of this project the researcher, Richard Phillips, would like to speak to former ‘Health 
Issues in the Community’ students about their experiences during and after the 
course.  I have included a letter from Richard giving you more details about the study 
to help you decide if you would like to take part in this project.   
 
Whatever you decide, your involvement with ‘Health Issues in the Community’ 
course will not be affected.  I stress that your contact details and any information you 
give will be treated as strictly confidential.    
 
If you are interested in being part of this research project you don’t need to do 
anything just now as Richard will contact you in two weeks.  However, if you do 
not want to take any further part, please fill in the slip and return using the 
enclosed envelope. 
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Appendix v (continued) 
 
‘Opt Out’ form 
 
I do not wish to receive any further information about the ‘Health Issues in the 
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Re: Taking part in the ‘Health Issues in the Community’ research project. 
My name is Richard Phillips and I am a student researcher from the University of 
Edinburgh.  I am currently involved in a study which is looking at the ‘Health Issues 
in the Community’ (HIIC) course.  This letter gives you some more information 
about the project and looks at some of the questions you may have about taking part 
in this research project.   
 
What is the aim of this research? 
The aim of this research is to understand how the ‘Health Issues in the Community’ 
course can help individuals and communities.   
 
Why was I asked to take part? 
You were asked to take part because you have been on a ‘Health Issues in the 
Community’ course.  I also hope to speak to former students from other HIIC 
courses.   
 
If I decide to take part in the research project, what will happen next? 
You will be contacted either by phone or letter and asked if you are still interested in 
taking part in the project.  If you would like to take part, we would then arrange a 
convenient time and place to meet to talk about your experiences of the ‘Health 
Issues in the Community’ course.     
 
What will happen in the interview? 
Before I ask you any questions, I will go through the details of the project.  With 
your consent the interview will start.  You do not have to answer any question you do 
not want to. You are free to stop the interview at any time.  The interview will last 
between 1 and 1 ½ hours.  With your permission, I would like to record the 
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Appendix vi (continued) 
Information sheet continued 
 
What will happen to anything I say during my interview? 
Anything that you say during your interview will be strictly confidential between me 
and my supervisors.  You will not be identified by name either on the recording or in 
any notes.  Any identifying details you give will be kept in a locked filing cabinet 
and destroyed at the end of the study, September 2005.  What you say in the 
interview may be used as part of my PhD, articles or reports.  You will not be 
personally identified in any of these.  
 
Who is organising and funding the research? 
The research is being done by Richard Phillips from Edinburgh University.  Dr 
Amanda Amos, Professor Lyn Tett from Edinburgh University and Emma Witney 
from NHS Health Scotland are supervising this project.  This research is funded by 
the Economic and Social Research Council and NHS Health Scotland.   
 
Who do I contact if I have any questions or  would like any further information 
about this research project? 
You are welcome to contact me, Richard Phillips at: 
 
Public Health Sciences 
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Re: Research project on the ‘Health Issues in the Community’ course 
 
Hello.  My name is Richard Phillips and I am a student researcher from the 
University of Edinburgh.  I am carrying out a study which is looking at how the 
‘Health Issues in the Community’ (HIIC) course may help individuals and 
communities.     
 
You have recently been sent some information about the study.  The next stage of the 
project involves speaking to HIIC students from different courses, and  I would like 
to interview you about your experiences of the course.  This interview would last 
between 1 and 1 ½ hours and would take place at a time and location convenient to 
you.    
 
If you would like to take part in this project, please fill out the attached sheet with 
your contact details and return using the enclosed envelope.  Alternatively, please 
feel free to phone me on 0131 650 3210 with your details or leave them on my 
answer machine.  After receiving your details, I will be in touch to arrange a suitable 
time and place to meet.  I stress that your contact details and any information you 
give will be treated as strictly confidential.   
 
If you would like any further information about the project or have a chat about your 
involvement, please ring me on the number above. 
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Appendix vii (continued) 
 
‘Health Issues in the Community’ research project 
 
Research Participant contact details 
Name:    












Please underline preferred means of contact. 
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Re: Health Issues in the Community (HIIC) research project 
 
Hello.  My name is Richard Phillips and I recently sent you some information about 
taking part in a study, which is looking at how the HIIC course may help individuals 
and communities. 
 
I am writing to let you know that I would still like to ask you about your experiences 
of the course.  I have enclosed some information to help you decide if you would like 
to take part in this study.   
 
If you would like to be interviewed, please fill out the contact details sheet and return 
to me using the stamped addressed envelop provided.  After I receive your details I 
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12.9. Appendix ix  Participant consent form 
Interview Consent Form 
My name is Richard Phillips and I am a PhD researcher from the University of 
Edinburgh.  The interview in which you are about to take part forms part of my 
research.  The title of the study is ‘Health Issues in the Community and Community 
Capacity Building- A Case Study’.  The aim of this project is to understand how the 
‘Health Issues in the Community’ course may help individuals and communities.  
The purpose of this interview is to hear your views regarding this.  This research is 
funded by the Economic and Social Research Council (ESRC) and NHS Health 
Scotland.  However, I would like to reassure you that this study is an independent 
piece of research conducted by the University of Edinburgh.   
 
Please read the following information before signing below. 
 
I agree to participate in this interview and understand that: 
 
• My interview will last approximately 1 ½ hours. 
 
• Participation is on a voluntary basis and I am free to end the interview at any 
time.  I can refuse to answer any question I am uncomfortable with. 
 
• The interview will be tape-recorded with my permission.  The recording will 
be transcribed and analysed by Richard Phillips.  The recording and the 
transcript will remain confidential.  The only people who will have access to 
the transcript will be Richard Phillips, Dr Amanda Amos (principal 
supervisor), Professor Lyn Tett and Emma Witney (NHS Health Scotland) 
within the University of Edinburgh.  All recordings will be destroyed upon 
completion of the research. 
 
• The data from this interview may form the basis of a PhD.  Any quotations 
will be used anonymously; my name and the name of my organisation will 
not be linked with the quotations used in any of the PhD outputs (eg thesis, 
journals). 
 
If I have any queries about this interview or research at any stage, then I can contact 
Richard Phillips: telephone 0131 650 3210 or e-mail richard.phillips@ed.ac.uk 
 
 
NAME (Print)     SIGNED    DATE  
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12.10. Appendix x Coding: 2nd and 4th draft 
 
Based on a stakeholder (SH2) interview 
 
Story of involvement with HIIC   Tutors/ types/ view of health 
 
HIIC’s development     Reflection 
 
HIIC’s development     Influence 
        
Change/ political agenda    Support 
 








HIIC & health/ influence 
 
HIIC & health/ location 
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Appendix x (continued) 
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2)  Role 
- values 
- identity   
 - professional 
 - personal 
 - other 
 
3)  Models of working 
 
4)  Perceived aims of HIIC  
 - expectations 
 





 - health 
 - community 
 - self  
 - others 
 - other 
 
6)  Understanding 
- community / self 
- community development 
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